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FINTRODUCTION

Despite the advances in medical technology that

k- help physicians identify and treat problems from bro-

ken bones to rare bacterial infections, one aspect of

|- treating patients defies neat categorization and clini-
b cal-manual roadmaps; that is, the behavior of pa-

tients—how patients react to illness, how they interact
with their physicians, and how their attitudes and ac-
tions affect their health. Health-related problem be-
haviors can range from simply denying the fact of an
illness to refusing either to discuss or to end smoking,
drinking, or unhealthful eating. In dealing with such
behaviors, physicians must be able to gauge the pa-

" tient’s readiness to change.

Development of the stages-of-change model dis- '
cussed in this chapter was developed by Prochaska

and DiClemente in the 1970s and can be applied to
most of the health-related behaviors of concern found
in primary care practice. The model posits that most
people move through predictable stages in their ef-
forts to change their health-related behaviors (Table
16-1). It provides a powerful framework for recog-
nizing where patients are on a continuum of behavior
change and how to influence their ultimate success.

ASSESSING STAGES OF CHANGE

In trying to modify patient behavior, it is essential
to recognize the patient’s readiness for and stage of
change (see Chapter 21). For example, a 60-year-old
widow whose drinking appears to be problematic
might be asked whether she has noticed any problems
arising from the consequences of her drinking. What
has she tried to do so far about her alcohol use? To ad-
dress a 25-year-old gay patient’s risky sexual behav-
jor, the clinician should ask specific questions to de-
termine his present stage in thinking about and acting
safely in sexual relationships: Does he recognize
problems in his behavior? How could he reduce risks?
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Is he already taking some action to reduce risks? Has
he relapsed into riskier behavior after ending a long-
term relationship in which safe sex was routine? The
most valuable question for assessing the stage of
change is “What thoughts have you had about [the
problem behavior] and its effect on your health and
life satisfaction? ”

A key point to keep in mind is that stages of change
are specific to each problem behavior: they are not
global aspects of an individual’s personality. For ex-
ample, while a patient may be in the precontemplation
stage for modifying his high-fat diet, he may already
have moved through to maintenance on smoking ces-
sation. Clinicians should also guard against the ten-
dency to conclude prematurely that patients are com-
pletely ignoring or denying obvious problems.

For example, it is a common—but erroneous—be-
lief that most problem drinkers and drug users are pre-
contemplators, and that alcohol and drug addiction
are diseases of denial. This concept assumes that the
individual involved neither thinks about nor tries to
modify the drinking or drug-use behavior. This situa-
tion is actually quite rare. It is common for problem
drinkers to stop drinking hard liquor and switch to

. beerorwineinaneffontomanageﬂmeitdﬁnldngand

its consequences. Although this approach is not likely
to solve the drinking problem, such patients have
clearly thought about (contemplated) the effects of
various strengths of liquor. They have committed
themselves to a different behavior (drinking wine or
beer rather than hard liquor) and perhaps even .
achieved maintenance at this level.

Although many people do try to address their prob-
lems, they typically do not think their strategies
through carefully enough, or they apply them in-
consistently and without the skill to succeed.
Astute clinicians will take note of such efforts at self-
change and inquire about their effectiveness in ending
the behavior—and its undesirable consequences—
that prompted the effort to change in the first place.

Understanding the stages-of-change model gives
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Table 16-1. Stages of change and patient characteristics.

Stage Patient Characteristics
Precontemplation | The problem exists, but the patient minimizes or denies it.
Contemplation The patient is thinking about the problem and the costs and benefits of continuing with the problem or try-

ing to change.

Preparation The patient commits to a time and plan for resolving the problem. -
Action The patient makes daily efforts to overcome the problem.
Maintenance The patient has overcome the problem and remains vigilant to prevent backsliding. 3
Relapse The patient has gone back to the problem behavior on a regular basis after a period of successful resolution, .j

clinicians a valuable tool for promoting behavior
change. This is not an approach that encourages im-
passioned pleas, long exhortations, or ugly confronta-
tions. Instead, clinicians are urged to focus on brief
interventions that target specific obstacles to the pa-
tient’s movement to the next stage (Table 16-2). The
goal is to induct and maintain the patient in the
change process until long-term success is achieved
and, when possible, to shorten the amount of time re-
quired to accomplish a sustained behavior change.

Precontemplation

In this stage patients minimize or deny the exis-
tence of a problem behavior. Typically, the problem
has been identified by others; patients try not to think
about the problem and avoid listening to pertinent in-
formation and want others to do the same.

Patients are likely to deny the extent of the prob-
lem and its influence on themselves or others; they
resist discussion of the problem, often with irrita-
tion, impatience, and defensive body language.
Children and teens may claim to be bored by the
topic. Adults may indicate that they are in a hurry, or
that far more pressing concerns need their attention.
In some form, “Get off my back!” is a common mes-
sage from these patients.

It is important for clinicians to differentiate between
true precontemplation and the reluctance to discuss un-
comfortable issues that stems from other dynamics. The
patient’s reluctance to discuss the problem may reflect
shame, demoralization, or a lack of trust in the clini-
cian.Somcpatientsareonlytoowcllawareofﬂwprob—
lem and its costs to them and others (contemplation);
they may feel overwhelmed by it and powerless to suc-
ceed in its resolution. They are often afraid of being em-
barrassed or shamed in front of the physician. In addi-
tion, whereas their resistance to discussion may appear
to be precontemplation-stage behavior, some patients
are actually demoralized long-term contemplators or
relapsers. Although the clinician’s interview style can
influence the patient’s willingness to discuss the prob-
lem, arguments, frustration, and antagonism on the part
of both patient and clinician are highly likely.

Case illustration I: Jack is 50 years old and is being
seen by his internist. The appointment was made by
Jack’s wife Clara, ostensibly for follow-up of treatment

for persistent high blood pressure. The actual reason, as
explained to the nurse-receptionist, is Clara’s concern
about her husband’s drinking and his failure to follow
the clinician’s latest recommendations for blood pres-
sure control. During the appointment, Jack does not
mention any problems with alcohol or any difficulty fol-
lowing the recommended regimen. When the doctor
presses Jack for more details about the amount of alco-
hol he is consuming, Jack becomes evasive and irritated.
The physician backs off and ends the visit with only a
change in medication—and a feeling of frustration.

To avoid this impasse, the physician should ex- 3
press curiosity about Jack’s own thoughts and feelings 1
about his use. of alcohol and its possible effect on his
health. Pressing for details about problem behaviors 3
often provokes defensiveness in precontemplators who 3
quickly suspect that they are being trapped through in-
terrogation. The physician’s goal is to promote the pa- §
tient’s own willingness to contemplate potential health §
problems related to his behavior. 7

Clinicians often believe that their practices are ¥
overrun with patients in the precontemplation stage. §
As they listen more carefully to their patients’. §
thoughts about such behavior, however, they often 3
find that many of the patients are already wondering -
about the problem and how to resolve it. The psycho- 2
logic theory of reactance posits that individuals are ;
strongly motivated to maintain a sense of autonomy
and to resist coercion by others. Because people res- ]
olutely protest and resist the perception that another's :
will is being imposed on them, the best way to influ-
ence patients’ behavior is to create the perception that }
the change was their idea in the first place. Reactancé }
creates its own logic, and patients who might other- |
wise have admitted their concern over a problem may ;
instead feel compelled to defend their behavior.

At some point the precontemplator may begin to-
think about the problem and how it might be solved."!
This movement could be prompted by threats from'
others, developmental pressures (eg, “Now that I'm a
father, I don’t feel as much like partying”), a com-;
pelling example in real life or fiction, or a skillful in-'
teraction that makes the person aware of the negative ;
consequences of the behavior without increasing de-
fensiveness. The patient can then move into the con-~
templation stage of change. :
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Table 16-2. Stages of change and clinician strategies.

Patient Characteristics

Clinician Strategies

Denies problem and its importance.
Is reluctant to discuss problem.
Problem is identified by others.
Shows reactance when pressured.
High risk of argument.

Ask permission to discuss problem.

Inquire about patient’s thoughts.

Gently point out discrepancies.

Express concern.

Ask patient to think, talk, or read about situation
between visits.

Shows openness to talk, read, and think about
problem.

Weighs pros and cons.

Dabbles in action.

Can be obsessive about problem and can prolong
stage.

Elicit patient's perspective first.

Help identify pros and cons of change.
Ask what would promote commitment.
Suggest trials.

Understands that change is needed.

Begins to form commitment to specific goals,
methods, and timetables.

Can picture overcoming obstacles.

May procrastinate about setting start date for change.

Summarize patient’s reasons for change.

Negotiate a start date to begin some or all change
activities.

Encourage to announce publicly.

Arrange a follow-up contact at or shortly after start
date.

Follows a plan of regular activity to change problem.
Can describe plan in detail (unlike dabbling in action
. of contemplator).
Shows commitment in facing obstacles.
Resists slips.
. Is particularly vuinerable to abandoning effort
impulsively. .

Show interest in specifics of plan.

Discuss difference between slip and relapse.

Help anticipate how to handle a slip.

Support and reemphasize pros of changing.

Help to modify action plan if aspects are not
working well.

Arrange follow-up contact for support.

Has accomplished change or improvement through
focused action.

Has varying levels of awareness regarding
importance of long-term vigilance.

May already be losing ground through slips or
wavering commitment.

Has feelings about how much the change has
actually improved life.

May be developing lifestyle that precludes relapse
into former problem.

Show support and admiration.

Inquire about feelings and expectations and how
well they were met. ‘

Ask about slips, any signs of wavering commitment.

Help create plan for intensifying activity should slips
occur.

Support lifestyle and personal redefinition that
reduce risk of relapse. ’

Reflect on the long-term—and possibly perma-
nent—nature of this stage as opposed to the
more immediate gratification of initia} success.

Consistent return to problem behavior after period
of resolution.

Begins as slips that are not effectively resisted.

May have cycled back to precontemplation, contem-
plation, or determination stages.

Lessening time spent in this stage is a key to making
greater progress toward fully integrated,
successful, long-term change.

Frame relapse as a learning opportunity in prepara-
tion for next action stage. :

Ask about specifics of change and relapse.

Remind patient that contemplation work is still valid
(reasons for changing).

Use "when," rather than “if;" in describing next
change attempt.

Normalize relapse as the common experience on
the path to successful long-term change.

commitment to take appropriate action, there is less

In this stage the patient is thinking about the prob- risk of irritation and argument.
lem and potential solutions, weighing the pros and = The contemplation stage can be prolonged or ob-
cons of each scenario, and showing behaviors charac- sessive. Patients who have been in contemplation
teristic of contemplation. : for a long time often request more convincing data
and look for the ideal time and situation in which to
u The patient is open to thinking about and dis- initiate change.
cussing the problem. s Patients may seem to be dabbling in action without
m The patient appears interested, may ask for addi- a commitment to overcome obstacles that arise.
tional information, or try to explain why the prob- They may, for example, decline an occasional
lem has persisted. dessert, not drink on weekdays, or make early-
m The patient weighs the pros and cons of changing morning promises to change—and break them by

or not changing the problem behavior. midafternoon. :

u Unless the patient is pushed to make a specific
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u Contemplators may view obstacles from too lim-
ited a framework, for example, doubting that they
have sufficient “will-power” to follow through.

Some contemplation behavior appears to be neces-
sary for later successful resolution of the problem.
Patients must anticipate costs and obstacles, identify
their motivations, understand how easy or difficult
the behavior change might be, and feel that they are
making informed and independent decisions, rather
than being coerced by others. Although some people
claim that they impulsively threw away their ciga-
rettes, or that they quit drinking and never once
looked back, research suggests that even these people
may have been quietly doing contemplation work in
the years and months leading up to the presumably
impulsive action.

Case illustration 2: Joanna is 44 years old and has been
smoking a pack of cigarettes a day since she was 17.
When prompted by her family practice clinician she is
very willing to discuss the pros and cons of smoking.
Joanna tells her doctor that she is being pressured by her
children about secondary smoke and that she agrees with
their position. She thinks that the habit is both expensive
and stupid. On the other hand, she believes that smoking
is one of the few things that relax her throughout the day
at work and at home. One of her friends quit smoking and
gained 25 pounds; this possibility is frightening to
Joanna, who is already concerned about her weight. She
wonders whether medication or a nicotine patch or gum
would make quitting casier and perhaps keep her from
gaining weight. She has often promised herself in the
morming that she would cut down drastically on cigarettes
but has lost her resolve with her coffee break. She won-
" ders aloud whether there is any better or worse time to try
to quit. By the end of the discussion, Joanna has promised
her doctor to think even more seriously about quitting.

Often the physician can help the contemplator
move toward being more determined to change sim-
ply by eliciting the pros and cons the patient has been
weighing as he or she thinks about trying to change.
In this case, the doctor’s empathic summary brings
the contemplator’s dilemma into clearer focus:

DOCTOR: It sounds as though you realize that changing
your behavior—not smoking—will be best for you in
the long term, but you're still trying to anticipate your
short-term sacrifices and need to decide how you’ll cope
with them.

Following a period of contemplation—which can
be a few days or several years—many people move
toward a greater resolve and sense of urgency about
changing the problem behavior. There may be a con-
vergence of information and threat or pressure (eg, the
alcoholic husband whose wife threatens divorce, the
smoker who leamns she is pregnant), an inspiring
model, the chance for increased social support with
others undergoing similar changes, or opportunity for

a fresh start, such as a job transfer or move. Such
changes leads to the preparation/determination stage. -

Preparation/Determination
In this stage the patient experiences a mounting -
sense of urgency and commitment to change. ;

m The patient talks about having made the decision to
change, in contrast with the contemplator’s desire -
or hope to change.

a The patient has committed to a specific goal: “] am
going to stop smoking completely.” “I will exercise
three times a week.”

u The patient mentions a specific time to begin the
activity: “On my next birthday. . . .” “After my
surgery. . . .” “When the kids start school in
September. . .

u The patient has chosen a specific course of action,
such as joining a commercial weight-loss program
or Alcoholics or Narcotics Anonymous (AA, NA),
or is asking for a referral so the health plan will
cover the treatment.

m The patient is willing to pay the costs of change, in-
cluding out-of-pocket expenses, the time required
for the change, physical discomfort, embarrass-
ment, and public exposure.

= The patient considers the potential reactions of im-
portant people who.may resist or be threatened by
the change. A spouse or partner who smokes or
drinks or is overweight, for example, may react
negatively to the patient’s plans to overcome the
problem. Sometimes this occurs because such indi- -
viduals anticipate pressure to face their own prob-
lems. In other cases, spouses, partners, and friends
may resist the patient’s decision to change because
of some anticipated personal inconvenience (eg, the
husband who must watch the children while his -
wife goes to an aerobics class) or embarrassment °
over the possibility of exposing a weakness to
friends or neighbors. ;

s The patient can envision overcoming obstacles that
lie ahead and how to overcome them.

Shaag mtdiete

Case illustration 3: Mike is a 15-year-old boy who has
been doing poorly in school for several years. Although
he has been diagnosed with attention deficit hyperactiv- 2!
ity disorder, his parents, teachers, and pediatrician has
been unable to convince him to take his medication reg-
ularly. Now he has asked for an appointment with his pe-
diatrician to discuss the situation. During the visit, Mike
confesses that he is tired of his problem behavior and
poor school performance. Further questioning by the
physician reveals that one of Mike’s friends admitted be-
ing treated for attention deficit hyperactivity disorder.
Mike noticed and envied his friend's success; he asks the ~ :-
physician to prescribe “whatever it will take to get me
out of this” e

The pediatrician probes a bit to establish that Mike 3,
has thought through the pros and cons of taking stimu- é
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lant medicine and that his parents are still committed to
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] . such a plan. The parents are invited into the examining

room, and all agree on a plan that will begin with a trial

1" f stimulant medicine. The effects of the medication will

" be reassessed in a month, based on questionnaires filled
out by Mike and his parents and teachers.

By allowing Mike to work through the contempla-
tion stage at his own pace, the pediatrician has helped
establish an informal commitment to a treatment plan.
He is treating Mike as a young person who can un-
derstand and assimilate information and who is capa-
ble of weighing the costs and benefits of treatment
and then committing himself to the plan.

The day finally arrives when the individual begins

© to put the chosen plan into action. Some people may

move back and forth between determination and con-
templation a few times without going on to take action
against the problem. They may feel—and claim to oth-
ers—that a major effort at change is imminent, only to
back off to the contemplator’s lower level of urgency.
The clinician can help patients at the determination
stage intensify their commitment to a specific course
of action (see discussion under “Promoting Behavior
Change™). Patients at this point may talk about “gear-
ing up” for action—the next stage.

Action

In the action stage, patients follow specific activi-
ties intended to achieve the goals they have set. While
the patient’s goal—cutting down on drug use, for ex-
ample, rather than quitting completely—may not be
exactly what the clinician prefers, the patient believes
it is worthwhile and achievable on the basis of the
previous period of contemplation.

u The patient has begun a set of actions intended to
solve the problem. He or she has joined and is at-
tending a weight-reduction group; has started going
to AA and cut down or stopped drinking in the last
few weeks; has recently quit or cut down on smok-
ing and may be wearing a nicotine patch; or is ex-
ercising regularly. :

» The patient may be focusing on one day at a time
or trying to look past the initial discomfort by fo-
cusing on the long term.

a The patient recognizes and deals with the obstacles
that arise before they can derail the program. The
work done previously in the contemplation and
preparation/determination stages is evident in the
patient’s comments during discussions with the
clinician.

a Unlike the contemplator, the action patient does not
allow exceptions to the course of action. This is not
experimental dabbling in change to see what it
might be like. At this stage, the patient has already
decided that the discomfort of changing will be
worthwhile. It remains to be seen whether the ac-
tual experience will be more difficult than was ex-

pected and whether the action plan can be main-
tained. o

» By keeping the motivation for change in mind, the
patient reinforces his or her commitment.

This is a time of maximum focus and effort. The
greatest risk is that second thoughts may plague the pa-
tient, who is now particularly vulnerable to abandoning
the change effort in a moment of weakness. Unexpected
discomfort, resistance from others, or temptations that
were neither anticipated nor planned for may over-
whelm the patient’s commitment to change. The action
plan may then be abandoned precipitously.

Case illustration 4: Martha is a 45-year-old diabetic pa-
tient of a family practice. Over the last few years, her
doctor has encouraged her to lose weight and exercise
regularly, without much success. Martha comes in today
and proudly reports that she has joined a weight-loss
group that is held at her work site. Two colleagues have
also joined, and they all have been attending faithfully
and following the dietary recommendations for the last 3
weeks. The doctor encourages Martha to talk about her
efforts. She is eager to talk; she reports feeling a great
sense of pride and satisfaction. She admits that although
she had been disgusted with herself for getting so heavy,
she never before felt ready and able to tackle the prob-
lem. When her friends suggested that they join the group
together, she was surprised at her enthusiastic response.
She understands that this is the situation she had been
hoping for, one that could provide support in making a
difficult change.

Martha also admits to anxiety, since many people
now know that she is trying to lose weight, and she does
not want to fail publicly. Although she has been tempted
to cheat on the diet, she has resisted the urge. She tells
the doctor that she had felt somewhat discouraged when
she did not lose as much weight as she had hoped the
previous week. She asks the doctor to look over the pro-
gram’s dietary recommendations to be sure that they are
safe in light of her diabetes.

After checking the weight-loss program’s recom-
mendations, Martha's doctor encourages her to dis-
cuss both the action steps she is taking and the rea-
soning (the contemplation work) that led to the effort.
By asking open-ended questions about what Martha is
doing and how the effort is going, the clinician rein-
forces the effort at change. Given enough time during
the visit, he can make additional helpful suggestions
to reduce the risk of early relapse and orient Martha
more firmly toward long-term maintenance. The clin-
ician’s warm, curious, and engaged demeanor has re-
verberations beyond the visit. Martha can use the
pleasant memory of the encounter to further internal-
ize the value of the effort toward change.

The action stage is a time of concerted effort to re-
solve the problem. Once change has begun, however,
many individuals are surprised to find that their reso-
lution has faded, and all the ground gained during the
action stage can be lost in relapse. Long-term vigi-
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lance and occasional (or even frequent and prolonged)
supportive activity are necessary to prevent backslid-
ing into a full relapse. This period of sustained vigi-
lance and activity is known as the maintenance stage
of change. For people who must control their weight,
this stage may last a lifetime. In one study, former
smokers reported some temptation to smoke 18
months after quitting. Problem drinkers may continue
in AA for many years before they feel comfortable
that their risk of relapse is low. Clinicians should be
concerned about patients who have made good
progress on resolving health-behavior problems but
cannot describe their long-term plans to prevent re-
lapse. Helping patients anticipate and find answers to
the questions addressed in the next section is an im-
portant way in which clinicians can promote success
at this stage.

Maintenance

The maintenance stage is the period of sustained
vigilance and activity needed to preserve the im-
provements achieved during the action stage.

s The patient has achieved a period of success—as he
or she has defined it—in overcoming the problem.
The patient may have cut down or stopped drink-
ing, reduced to the desired weight, or gone without
cigarettes for several months. He or she is manag-
ing time and commitments better so that stress is no
longer overwhelming, has gained consistent control
over a short temper, or has aocomphshed any other
desired outcome.

u Some patients assume a positive identity, seeing
themselves as people who have overcome a prob-
lem and who are able to continue the action for a
protracted period to prevent relapse. Patients who
begin an exercise and diet program in order to lose
weight, for example, may become avid hikers
whose leisure time is devoted to rigorous outdoor

adventures. These people have made a life-style

and identity change in which the former problem
behavior has no place.

To continue this period successfully, the patient
must be able to handle both predictable and unpre-
dictable obstacles and accept the constraints of absti-
nence. This requires dealing appropriately with the
temptations and frustrations that inevitably arise in
the months and years following successful action.

a Some patients may be frustrated that success in
dealing with one problem has not brought about
hoped-for changes in other areas. For example,
while the weight loss may produce a slimmer,
healthier body, it does not necessarily lead to
an idealized slenderness and attractiveness.
Abstinence from crack cocaine may not be enough
to end all marital, job, and financial problems.

Patients who reduce their workaholic schedules so
as to spend more time with their families may find
they’ve traded more admiration at home for less at
work. They must first take satisfaction in accom-
plishing their stated goals and then be ready to go
to work on other dissatisfactions.

® The initial intensity of effort may be tapering off.
Attendance at support-group meetings, for exam-
ple, may have become erratic. The patient may be
wondering whether it is now safe to quit the group
or treatment program or to end a diet. It is hard to
know when one is “out of the woods” and the prob-
lem resolved; successful maintenance requires both
accurate self-appraisal and ongoing vigilance.

s Slips into the problem behavior may begin to be
tolerated or justified: “I'll have just one glass of
wine when I'm out with friends.” “T'll only have a
cigarette if I'm feeling really tense.” These seduc-
tive thoughts must be resisted if successful mainte-
nance is to continue; it may be necessary to renew
the intense efforts of the action stage to do so.

Case illustration 5: At 55 years of age, Bill is—over-
all—doing very well, secing his internist, periodically
for health maintenance. Bill had been a very heavy
drinker for 20 years; 5 years ago, a citation for driving
under the influence of alcohol and the threat of divorce
by his second wife pushed him into an alcohol treatment
program. He achieved abstinence while attending the
formal, court-mandated, 2-year outpatient treatment pro-
gram. Since that time he has continued in AA, attending
at least two meetings a week and occasional weekend
conferences and workshops. Bill also sponsors a
younger man in the group. In his conversations with his
doctor, Bill describes himself as a recovering alcoholic.
He schedules an appointment to discuss his distress over
problems his son is experiencing—for which he holds
himself partly responsible. The doctor thinks antidepres-
sant medicine might be helpful, particularly in light of
Bill’s disturbed sleep and preoccupied demeanor. Bill
questions the internist closely about the risk of addiction
and explains his reluctance to use “another crutch” to
control his moods.

Bill's doctor can be helpful here by recognizing
that because Bill is consciously in maintenance he is
extremely vigilant about anything he sees as a threat
to his sobriety. The doctor asks directly and respect-
fully why Bill believes antidepressant medication
might undermine his sobriety or stimulate a new ad-
diction. Bill says that he is basically afraid of becom-
ing dependent on the medication. The physician ad-
vises him to think about the recommendation and to
speak with other AA members or friends. He also sug-
gests that Bill read some related articles before his
follow-up appointment so that he can make an in-
formed commitment to addressing the depression
through psychotherapy or a self-help group or by tak-
ing the prescribed medication.

Unfortunately, the odds favor relapse over any
other outcome for a single attempt at health-behavior
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change. Clinicians know from both research and ex-
perience that too often patients’ attempts to lose
weight, stop alcohol or drug abuse, change their life-
styles to reduce stress, alter their diets in a more
healthful direction, and even to floss their teeth daily
are most likely to end in relapse. The false starts,
failed promises, and pounds lost and promptly re-
gained tend to obscure the reality that persistent effort
often does result in successful resolution of the prob-
lem. Although any single effort to change is likely to
get derailed before the patient achieves successful
jong-term maintenance, repeated efforts tend to yield
the desired result eventually (this is borne out by
Schacter’s classic 1982 study). It is worth noting that
more than 40 million Americans have quit smoking,
many on their third or fourth serious try.

Many patients who appear to have reached the main-
tenance stage—for however brief a time—relapse, re-
verting to the undesirable behavior. Using the stages-
of-change model, clinicians can encourage patients to
keep working at the process of change, learning from
each stage and experience, until the patient finally man-
ages to reach—and maintain—the desired outcome.

Relapse

Al relapse begins with a “slip,” a deviation from
the action plan. In a slip, the patient has an episode of
problem behavior after a period of self-defined suc-
cess in having overcome the problem. A slip might
constitute engaging in an undesirable behavior such
as smoking, or not engaging in a desirable behavior
such as exercising. In the actual relapse stage, patients
return to consistent problem behavior. With prompt-
ing by the clinician, patients may be able to describe
the circumstances that led to the slips and eventually
to relapse. They can learn how to anticipate and cor-
rect these vulnerabilities when they take action again.

u The typical patient in relapse has regained the weight
lost, has begun drinking heavily again, has started
smoking cigarettes after a period of nonsmoking
during pregnancy, or has stopped using condoms
during sexual intercourse with new partners.

u The patient may now talk or act like a person in an
earlier stage of change. He or she may have entered
a period of resistance and avoidance that is charac-
teristic of the precontemplation stage. Alter-
natively, the patient may be contemplating change
again, possibly even considering action in the near
future.

u Relapsing patients’ stories are more complex than
those of patients who have never relapsed or are in
earlier stages, and the reasons offered for the re-
lapse provide many clues to the steps that must be
taken to reinvigorate the patient’s willingness to
tackle the problem again. One patient may think: “T
did it once, I can do it again!” Another patient may
instead think: “I guess I don’t have the willpower to
do this.”

The time the patient spends in relapse before initi-
ating the next action stage of change accounts for
much of the observed slowness in achieving final suc-
cess for many health-behavior problems. Relapse is
the norm for any single attempt at change. Even in
professional treatment, as many as two thirds of the
participants are likely to have relapsed within a year
after achieving initial alcohol or drug sobriety.
Success in smoking cessation, weight control, or al-
cohol and drug sobriety is usually achieved after a
number of separate, unsuccessful attempts at change.
In one study of smoking cessation, it took an average
of 7 years to move from precontemplation to mainte-
nance of smoking cessation. The typical participant
had three relapses during that period, in which he or
she had resumed regular smoking.

If handled empathically, patients in this stage are
usually not too entrenched in denial or resistance.
They had already concluded at least once that change
was needed and can often recount the costs of contin-
uing the problem behavior. It is the uneasiness they
feel in anticipation of trying again to change that of-
ten has them stuck. Knowing this, the clinician can
save much time that might otherwise be wasted on
lecturing patients about things they already know and
with which they agree.

Case illustration 6: Barbara is a 28-year-old woman
who is being seen 2 months after the birth of her second
child for renewal of her birth control prescription. Her
physician is delighted to see Barbara again. As the inter-
view evolves, Barbara sheepishly reveals that she is back
to smoking a pack of cigarettes a day. The clinician is
both disappointed and surprised, since Barbara had been
quite proud of the fact that she stopped smoking during
the pregnancy. The doctor takes a deep breath and
calmly asks Barbara how that could have happened so
quickly. Barbara talks about how frazzled she has felt
taking care of both her baby and her 3-year-old son. She
explains how, at first, she found it relaxing to smoke a
cigarette or two after dinner with her husband (who is
also a smoker); she had not pictured herself smoking a
pack a day again. Soon, however, she was smoking with
a friend who stopped in to visit. Now she has begun
looking forward to a cigarette whenever she has a break
from the immediate demands of her family. She tells her
doctor that although she tries never to smoke when the
baby is up, even this control is starting to erode.

The doctor’s first challenge is to manage her own
frustration and not leave Barbara feeling judged and
ashamed. She points out Barbara’s success in caring
for her (then) 2-year-old child and dealing with the
mood swings and physical discomforts of pregnancy
without smoking. She also expresses her support and
encouragement for the Barbara’s recommitment to
abstinence. Reaffirming the health benefits of not
smoking—for both the patient and her children—
helps reinforce the commitment. As a further step, the
clinician suggests making and enforcing a no-smok-
ing rule in the house.
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PROMOTING BEHAVIOR CHANGE

The clinician’s first task is to identify the patient’s
stage of change for each behavior of concern. The
more accurately the clinician can differentiate the
stages, the easier it will be to make a brief—but ef-
fective—intervention during a regular medical visit.

The clinician’s main task is to promote movement
from one stage to the next. Clinicians who are aware
of the theory of reactance avoid forcing change on pa-
tients out of their own sense of urgency. Forgetting
that most people strive to be self-directed and resist
coercion only frustrates the clinician and impairs the
doctor-patient relationship, which over time is a key
to exerting influence. Shame or embarrassment might
lead the patient to avoid facing the clinician again.
Clinicians must also remember that they are neither
powerless nor all-powerful. Addressing only the as-
pects of the present situation that hinder movement to
the next stage makes the best use of primary care clin-
icians’ time and energy to help change behavior.

Because behavior change is an area of practice that
many clinicians find frustrating, it is important to
guard against feeling either irritation or apathy. By re-
flecting on their own attempts at change, clinicians
can better appreciate the time, false starts, and circu-
lar nature of the change process. This makes it easier
to feel and express empathy to patients for their diffi-
culties along the path to changing patterned behavior.
Research has consistently demonstrated the power of
an empathic and involved supporter in promoting
growth and change.

It also helps to adopt an attitude of curiosity when-
ever patients behave in ways that seem illogical or
counterproductive. Dismissing such behavior as stu-
pidity, dependency, irresponsibility, or the manifesta-
tion of a personality disorder can block a more help-
ful line of inquiry. The clinician can instead ponder
why this patient waited weeks for an appointment, sat
- in the reception area for an additional half hour be-
cause the doctor was running late, paid for some or all
of the cost of the visit, felt physically and emotionally
uncomfortable enough about a problem to discuss it,
and then didn’t follow through on the recommenda-
tions that were made to resolve or ameliorate it. The
clinician can express that curiosity to the patient, say-
ing, for example, “I'm curious as to why you think
you couldn’t start the exercise program we discussed
at your last visit. What do you think is the most im-
portant thing you must do to get that exercise program
into your regular schedule?” The most productive
questions are those that convey a respectful curiosity
and that focus the patient on identifying and over-
coming specific obstacles to change.

Success entails helping patients view themselves
as engaged in an ongoing process of changing the spe-
cific behavior, and the clinician can help make that the
most efficient process possible. If the average patient
(as reported in one study) takes 7 years to move from

precontemplation to maintenance, cutting that time to
4 years through skillful intervention is a significant
improvement. Understanding the length of time re-
quired to make such changes can relieve clinicians of
the urgency and pressure that come with unrealistic
goals.

Strategies for the Precontemplation Stage
The clinician should ask pertinent questions before
attempting to persuade patients to change their behav-
ior, for example, “What effect do you think your
smoking has on your asthma? ” Questions of this kind,
asking patients to contemplate the possible connec-
tions between the physical symptoms that bother them
and the behaviors that may be provoking those symp-
toms, are among the most helpful to precontemplators.
Patient defensiveness can often be defused if prac-
titioners ask the precontemplator’s permission before
talking about the problem, for instance, “Would it be
all right if we talk a little more about how your drink-
ing might be contributing to some of the problems
you mentioned today?” The physncxan s agenda
should be linked with concems the patient has already
expressed. If a female patient asks for birth control,
the clinician can use her concern about pregnancy as
a basis for asking how else she had previously been
protecting herself when having sex. Patients who
complain about headaches can be asked what is going
on in their lives that could affect the headaches. This
is a way of examining patients’ life stresses by plac-
ing them in a natural context and so avondmg the pa-

_ tients’ suspxcxon that the physician is dismissing the

problem as “all in your head.”

Discrepancies between the patient’s present behav-
ior and the expressed goal of feeling better and wor-
rying less should be pointed out gently. Physicians
should also express their concem that the patient may
not achieve the desired improvement without address-
ing the specific problem:

DOCTOR: I'm concemned that you'll always worry
about another heart attack unless you know you've
changed your life-style and lowered the risk. -

I'm concerned that none of these medlcmes.wxll be
able to relieve your stomach discomfort as long as you
drink alcohol and caffeine.

The goal with precontemplators is to increase their
willingness to understand (contemplate) the connec-
tions between behavioral health and physical health as
the first step toward change. Much of the actual con-
templation work is done between visits, and clinicians
can ask whether the patient is willing to think about,
keep track of, and read about the problem and poten-
tial solutions—or talk to someone else about them—
before the next appointment. The clinician should be
sure to note the patient’s response and mention it at
the next visit.
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> Strategies for the Contemplation Stage

. In this stage also, the clinician should elicit the
< patient’s perspective before offering advice, with
" questions that acknowledge movement toward change:

DOCTOR: What have you been thinking about your cig-
arette smoking and what you might be able to do about
it?

Patients can be helped to identify the pros and cons
_ of change and to examine the current pleasures and
. ultimate consequences of the problem behavior, as
well as the anticipated consequences of trying to
change it. It seems axiomatic that people do unhealth-
ful things because they desire the pleasures such acts
" bring. Many patients already believe that they would
be better off if they ate differently, exercised more,
drank less, stopped or cut down on drug use, lost
weight, reduced stress, and so on. Contemplators fre-
quently become stuck in ambivalence over the possi-
bility that the change process itself will be psycholog-
jcally or physically unpleasant, .costly, and likely to
fail; they may need help identifying and working their
" way through these anticipated obstacles. Clinicians
can ask the patient what the greatest obstacle has been
in taking action to resolve or ameliorate the problem
and focus their curiosity on this obstacle.

Patients who claim that—because of insufficient
will power—they are powerless to stop smoking, quit
drug or alcohol abuse, or change any other behavior
should be asked such questions as, “If you were con-
vinced that your wife’s life depended on your not
smoking for 3 months, do you think you could resist
temptation that long? Where would the ability to do it
come from?”

Similarly, patients should be asked what they think
would bring about a commitment to change the be-
havior:

DOCIOR:IfIwemlouwetyouyearsﬁ'omnowand
find that you had completely stopped using crack co-
caine, what do you think you would tell me was the rea-
son you finally decided to stop?

Depending on the answer, the next questions might be,

DOCTOR: Knowing that such an event (eg, arrest) is
Iikely to come about, what do think about trying to re-
solve the problem before that happens?
What approach do you think you would use to over-
come the problems if you believed you really had to?
What obstacles would you encounter if you were to
start using that approach now?

Clinicians can encourage patients to think about an
upcoming time in which taking action to resolve or

improve the problem situation would be least taxing.

Suggestions for limited trials of possible. solutions
might include the following questions:

DOCTOR: Would you be willing to cut down from 20 to
15 cigarettes a day and make a note of how hard or easy
this is for you?

I know you want to resolve the argument you and
your wife are having about how much you actually
drink. Would you be willing to write down in a notebook
every alcoholic drink you have for the next 2 weeks?

Even when the patient objects to this strategy as be-
ing unrealistic, the suggestion raises the possibility
that such data can help answer previously unresolv-
able questions and arguments.

DOCTOR: Would you be willing to always carry a
condom with you so that it's available the next time you
have intercourse?

Before our next appointment, would you be willing to
check with your health plan about your options for get-
ting alcohol treatment in the evening? That way, if you
should decide to start treatment, you wouldn't miss work
and no one there would have to know about the problem.

Strategies for the Preparation/
Determination Stage

Patients should be encouraged to set a date to start
action on the problem. They should be helped to un-
derstand more clearly the program they are planning
to follow, including structured activities or referrals.
Summaries can be used for clarification:

DOCTOR: So you're planning to start Weight
Watchers at work next month with the goal of losing 35
9

You've committed yourself to getting 30 minutes of -
aerobic exercise four times a week.

These comments should be noted in the chart in the
patient’s presence, and the patient should be told that
the clinician is looking forward to hearing about what

next. :

Patients should be supported with reassurance that
initiating action to change problem behavior is always

the right thing to try. Even when the attempt is not

fully successful, the experience will yield helpful in-
formation about how to succeed eventually. It is im-
portant not to appear so enthusiastic, confident, and
hopeful that patients who are unsuccessful in taking
the agreed-on step feel too ashamed to see their physi-
cians that they avoid them. Because public commit-
ments are more likely to be kept than private ones, pa-
tients should be encouraged to tell others about their
commitment to change.

Follow-up is also important, whether it involves
scheduling an appointment, sending a postcard, or
requesting a note or phone message soon after the
proposed start date. Clinicians should highlight the

patient’s commitment as being an important step be-
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yond prior contemplation and thus deserving of spe-
cial attention.

Strategies for the Action Stage

A warm inquiry about the specifics of the patient’s
activities to promote change adds the support and en-
couragement of a professional person to the patient’s
other social supports. Clinicians should also ask about
any obstacles the patients encounter (obstacles and
second thoughts are to be expected) and how they are
handling the problems. The clinician can suggest that
patients write out the pros of making the change and
post them prominently as an aid to maintaining their
motivation. An accepting attitude encourages patients
to try problem solving rather than yield to the urge to
give up.

Patients should be asked for permission to consult
with any other professionals involved in the program.

A brief contact with a chemical-dependency coun-

selor, smoking-cessation group leader, psychothera-
pist, and so on demonstrates that the physician values
and supports the patient’s efforts during the most vul-
nerable period of active change.

It is important to help patients prepare for recovery
from slips—smoking a cigarette, having a drink,
missing an exercise session or AA meeting, or having
seconds at a meal. A slip need not become a fall if pa-
tients have anticipated the possibility and prepared
how they will think about the slip and react once it is
recognized: throw out the rest of the cigarette pack;
pour out the remainder of the bottle; add another ex-
ercise session or AA meeting; eat a smaller-than-usual
portion at the next meal; and reaffirm the commitment
to conquer this problem.

Some type. of follow-up (eg, a note, a call, an ap-
pointment) should be scheduled both to get a progress
update and to show support for the patient. Physicians
can give patients preaddressed postcards and ask them
to write brief notes on their progress 2 or 4 weeks into
a new change effort. A telephone call from the office
nurse can reassure the patient and provide a progress
report. Making a note on the chart will remind the
physician and office staff to inquire about the change
effort at the next patient contact. ’

Strategies for the Maintenance Stage

. Inquiring about how well the patient is maintaining
the improvements achieved in the action stage is an
important first step:

DOCTOR: What have you been doing to keep your
" weight down?
Have you been going to your support-group meetings
regularly?
How well have you been doing with your exercise
L - program?

2% 7' Successful maintenance often involves making life-
ﬁs.ty‘l.e;ghangcs that turn out to have significant positive

1
effects beyond control of the original problem. The %
sedentary patient who starts a program of physical ac-
tivity for cardiovascular conditioning may find, as a
bonus, both long-term weight control and unexpected
skill on the tennis court. In addition, clinicians who :
have successfully stopped smoking, lost weight, or
become more physically active can sometimes use
themselves as examples of the real possibility of
maintaining change. The key here is to emphasize that
the new behavior can become an integral part of a
more healthful and satisfying life-style.

Patients should be asked about slips that have al-
ready occurred and how they responded. Even when
patients say that they have stopped drinking or smok-
ing, it makes a great deal of sense to ask neutrally,
“Have you had even one drink (or cigarette) since you
quit? ” Many quitters have at least one slip to report,
and discussing how a full relapse was prevented can re-
inforce their commitment and identify risky situations.

It is important to emphasize the difference between
a slip and a full relapse. Because many patients do not
even want to consider making a slip, they may be un-
prepared to react appropriately if it occurs. Patients
should be prepared for the likelihood of a slip and
have a plan for how to deal with it at once. They may
protest that the clinician is being too pessimistic; ex-
plaining to patients that such preparation is a way of
protecting their newly achieved change can provide a
more positive tone. '

Patients should also be asked what they have
learned so far about the change process as well as how
confident they are that they will maintain the im-
provement over the next time period. They should fur-
ther be asked to describe their highest-risk situations
for a slip or relapse—an event such as a party, or an
emotion such as anger, sadness, or exuberance—and
how prepared they feel to handle these high-risk situ-
ations without a slip. '

Each of these recommendations involves showing
interest, support, and curiosity and suggesting that an-
ticipation and vigilance are the keys to successful
maintenance. ' S

Clinicians must be alert for any signs of waning en-
thusiasm and express their curiosity about the cause.
As noted earlier, patients often become discouraged
when improvement in one area does not-sesolve other
life dissatisfactions. They may feel that others do not
recognize and appreciate the effort that they have
made to change. A sincere compliment from a clini-
cian accompanied by a message that “I am rooting for
you” creates a memory that can be recalled during
moments of discouragement.

Strategies for the Relapse Stage

The key to dealing with relapse is to reframe it as a
valuable leamning experience that will shed light on
how best to go about the next attempt at change. It is
therefore essential that clinicians express their interest
in the last attempt at change and ask the patient to de-
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¢ scribe exactly how initial success was achieved and

how slips led to a full-blown relapse.

Some patients prompﬂy——and erroneously—con-
clude, “I tried it and it didn’t work; therefore, it never
will work.” This is too global a statement; it obscures
the successful components that could be used in the
next change effort. The physician’s response might be:

DOCTOR: It sounds as though you were very suc-
cessful in quitting smoking using the action strategies
you described, and they might work well again. Where
you fell down was in thinking that you could have one
cigarette and not recognizing how dangerous this could

be for you.

The next attempt at change should be discussed as
inevitable—when rather than if. Patients should be re-
minded that all the analysis and conclusions that led
to deciding to change last time remain valid. If chang-

ing was the right decision then, it is still the right de-
cision now. The question the relapser must answer is
«“What is the next step for you to get moving again to-
ward change?”

Clinicians should remember that many patients
think of themselves as relapsers, even if the care and
commitment they put into previous attempts at change
seem inadequate. The relapser may feel more demor-
alized than makes sense since from our point of view
a good deal of constructive work must have been done
leading up to the failed effort to maintain the desired
change. One of the most helpful aspects of using the
stages-of-change model is the optimism it generates
for both clinician and patient. The concept that pursu-
ing the process knowledgeably and persistently over
time almost inevitably brings about the desired change
is a welcome counter to the frustration and pessimism
so often reported by clinicians and patients alike.
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Motivational Interviewing

{ you treat an individual as he is, he will stay as he is, but if you treat him asif -
¢ were what he ought to be and could be, he will become what he ought to be
nd could be.

—Johann Wolfgang von Goethe

"he original concept of motivational interviewing grew out of a series of
iscussions with a group of Norwegian psychologists at the Hjellestad Clinic
ear Bergen. They asked one of us (Millef) to demonstrate how he would
espond to particular problematic situations they were encountering in
reating people with alcohol problems. As he demonstrated possible ap-
roaches, they asked excellent questions: “Why did you say that instead of
omething else? What were you thinking when you said that? Why did you
smain silent? What is it that you are trying to do with the client? Why
idn’t you push harder at that point? Where are you going with this line of
u 's? Why didn’t you just tell him what he should do?” The result was a
1s.  ement of principles and strategies of motivational interviewing
Miller, 1983).

In the ensuing years, much progress has been made toward clarifying
nd specifying processes of motivational interviewing. Important clinical
pplications have been undertaken in Australia, Britain, Canada, The
letherlands, Scandinavia, and the United States, and some of these are
sflected in Part III of this book. A number of evaluations of motivational
ounseling strategies have been completed (as reported in Part I), and
thers are underway.

From its beginning, motivational interviewing has been practical in
seus. The concept arose from the practical questions of clinicians. Its
rinciples have emerged from our own experience in working with hundreds
f people with alcohol and other problems, and in this sense it has been
wght to us by our clients. It has been enthusiastically adopted by clinicians

51






52 ' I1. PRACTICE

in a broad range of cultures because—they tell us—of its applicability and
practical utility. .

But what is motivational interviewing? We begin this chapter by provid-
ing a statement of what we perceive motivational interviewing to be, and
how it differs from other approaches. Then we proceed to outline five key
principles of this approach.

What Is Motivational Interviewing?

Motivational interviewing is a particular way to help people recognize-and
do something about their present or potential problems. It is particularly
useful with people who are reluctant to change and ambivalent about
changing. It is wmmmwand to get a person
moving along the path to change. For some people, this is all they really
need. Once they are unstuck, no longer immobilized by conflicting motiva-
tions, they have the skills and resources they need in order to make a lasting
change. All they need is a relatively brief motivational boost (see Chap-
ter 3). For others, motivational interviewing is only a prelude to treatment
(though an important one). It creates an openness, to change, which paves
the way for further important therapeutic work. :

In motivational interviewing, the counselor does not assume an author-
itarian role. One avoids the message that “I'm the expert and I'm going to
tell you how you need to run your life.” Responsibility for change is left with
the individual (which, by the way, is where we think it must lie, no matter
how much therapists may debate about what we can “make” or “allow” or
““permit” our clients to do). Our clients are always free to take our advice or
not. This certainly does not mean that therapists are helpless or powerless.
To the contrary, some research indicates that therapists exert a surprising
amount of influence over whether or not their clients change!

The strategies of motivational interviewing are more persuasive than
coercive, more supportive than argumentative. The counselor seeks to
create a positive atmosphere that is conducive to change. The overall goal is

to increase the client’s intrinsic motivation, so that change arises from

within rather than being imposed from without. When this approach is done

properly, it is the client who presents the arguments for change, rather than

the therapist. Motivational intervicwing employs a variety O strategies,

some of them derived from client-centered counseling, to accomplish this. -

In contrast to more aggressive styles, the counselor may at times appear
relatively inactive. Yet the motivational interviewer proceeds with a strong
sense of purpose, clear strategies and skills for pursuing that purpose, anda
sense of timing to intervene in particular ‘ways at incisive moments.
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Differences from Three Other Styles
Confrontation-of-Denial Approaches

In Part I we have described how motivational interviewing differs from
traditional strategies that are predicated on the assumption of “confronting
denial.” These contrasts have already been discussed in detail, but it may be
useful to summarize these points here. A list of contrast points is provided in
Table 5.1.

Skill-Training Approaches

A second general counseling orientation with which motivational interview-
ing can be contrasted is a directive approach that emphasizes skill training,
The term most often used for this approach is “cognitive-behavioral.” Such
skill-training strategies assume that the client is already in the “action” stage

TABLE 5.1. Contrasts between Confrontation”of Denial and Motivational Interviewing

Confrontation-of-denial approach

Motivational interviewing approach

Heavy emphasis on acceptance of self as
having a problem; acceptance of diagnosis
seen as esséntial for change

Emphasis on personality pathology, which
reduces personal choice, judgment, and con-
trol )

Therapist presents pérceived evidence of

_ problems in an attempt to convince the
client to accept the diagnosis

Resistance is seen as “denial,” a trait charac-
teristic requiring confrontation

Resistance is met with argumentation and
correction

Goals of treatment and strategies for change
are prescribed for the client by the thera-
pist; glient is seen as “in denial” and incapa-
ble of making sound decisions’ )

De-emphasis on labels; acceptance of “al-
coholism™ or other labels seen as unneces-
sary for change to occur

Emphasis on personal choice and responsi-
bility for deciding future behavior

Therapist conducts objective evaluation, but
focuses on eliciting the client’s own con-
cerns

Resistance is seen as an interpersonal behav-
ior pattern influenced by the therapist’s
behavior

Resistance is met with reflection

Treatment goals and change strategies are
negotiated between client and therapist,
based on data and acceptability; client’s
involvement in and acceptance of goals are
seen as vital .
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TABLE 5.2. Contrasts between Skill Training and Motivational Interviewing

T

Skill-training approach

Motivational interviewing approach

Assumes that the client is motivated; no di-
rect strategies are used for building motiva-
tion

Seeks to identify and modify maladaptive
cognitions -

Prescribes specific. coping strategies

Teaches coping behaviors through instruc-
tion, modeling, directed practice, and feed-
back

Specific problem-solving strategies are
taught

Employs specific principles and strategies
for building client motivation for change

Explores and reflects client pcrceptidns
without labeling or “correcting” them

Elicits possible change strategies from the
client and significant others

Responsibility for change methods is left
with the client; no training, modeling, or
practice

Natural problem-solving processes are elic-
ited from the client and significant others

and is motivated for change. The empbhasis is on teaching the person how to
change, rather than building commitment (the why) to change. Unlike
motivational interviewing, these approaches are often highly prescriptive,
offering specific directions, instructions, and assignments. Although moti-
vational interviewing can be used as a preparation for skill training, the
‘approaches are readily differentiated. The key points of contrast are shown
in Table 5.2. ’ '

Nondirective Approaches

Motivational interviewing incorporates many of the insights and strategies
described by Carl Rogers, but it differs in several ways from a classic -
“Rogerian” style, as well as from other nondirective (e.g., existential) ap-
proaches. Although motivational interviewing can be accurately described
as client-centered, it is quite directive. The counselor typically has a clear .
goal (e.g., to change drinking and reduce alcohol-related problems) and
pursues systematic strategies to achieve that goal. The counselor’s own
feedback and advice are given. Empathic reflection is used selectively, to
reinforce certain points while de-emphasizing others. Furthermore, as we
discuss shortly, the counselor is often working actively to create discomfort,
and discrepancy, rather than passively following the client’s own offerings: -
These differences are summarized in Table 5.3. '
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TABLE 5.3. Contrasts between Nondirective and Motivational Interviewing Approaches

Nondirective approach Motivational interviewing approach
Allows the client to determine the content Systematically directs the client toward
and direction of counseling - motivation for change

Avoids injecting the counselor’s own advice Offers the counselor’s own advice and feed-
and feedback . back where appropriate

Empathic reflection is used noncontingently =~ Empathic reflection is used selectively, to
’ reinforce certain processes
Explores the client’s conflicts and emotions Seeks to create and amplify the client’s dis-
as they exist currently crepancy in order to enhance motivation for
change

-

Five General -Principles

To help you see the forest before we get to the trees, we now outline. five
broad clinical principles underlying motivational interviewing. These incor-
porate but differ from the principles ﬁrst outlined by Miller (1983). They are
as follows:

1. Express empathy.

2. Develop discrepancy.
3. Avoid argumentation.
4. Roll with resistance.
5. Support self-efficacy.

‘We explain these five basic principles in this chapter, saving the “how-to”
stra.tegles for Chapters 6-10.

1. Express Empathy
. An empathic therapist style is one essential and defining characteristic of
‘' motivational interviewing. As we have discussed in Part I, the therapeutic
kill of “accurate empathy,” as described by Carl Rogers, has been shown to
be predictive of success in treating problem drinkers. This style of empathic
warmth and reflective listening is employed from the very begmmng and
hroughout the process of motivational interviewing.

The attifude underlying this principle of empathy might be called
acceptance.” Through skillful reflective listening, the therapist secks to
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understand the client’s feelings and perspectives without judging, criticizing,
or blaming. It is important to note here that acceptance is not the same thing
as agreement oOr approval. It is possible to accept and understand a client’s
perspective but not t0 agree with it. Nor does an attitude of acceptance
prohibit the therapist from differing with the client’s views. The crucial
attitude is a respectful listening to the client with a desire to understand his
or her perspectives. Paradoxically, this kind of acceptance of people as they
are seems to free them to change, whereas insistent nonacceptance (“You're
not OK; you have to change™) can have the effect of keeping people as they
are. This attitude of acceptance and respect also builds a working therapeu-
tic alliance, and supports the client’s self-esteem—an important condition
for change (Miller, 1983).

An empathic therapist seeks to respond to a client’s perspectives as
understandable, comprehensible, and (within the client’s framework, at
Jeast) valid. Ambivalence is accepted as a normal part of human experience
and change, rather than seen as 2 pathological trait or pernicious defensive-
ness. Reluctance to give up a problem behavior is to be expected at the time
of treatment; otherwise, the person would probably have changed before
this point. The client is not seen as uniquely pathological or incapable.
Rather, the client’s situation is understood as one of being “stuck” through
understandable psychological principles. '

PRINCIPLE 1: EXPRESS EMPATHY. -~
Acceptance facilitates change. -

skillful reflective listening is fundamental.
Ambivalence is normal. '

2. Develop Discrepancy

We certainly do not mean that the general goal of motivational interviewing
" should be to have clients accept themselves as they are and stay that way.
Neither do we advocate using reflective listening simply to follow clients
wherever they happen to wander.- A person who presents with a health-
threatening drug habit can be motivated to change that habit. This certainly
does involve, in at least one sense of the term, “confronting” the client with
an unpleasant reality. The question is how best to accomplish this.

A second general principle of motivational interviewing is thus to create
and amplify, in the client’s mind, a discrepancy between present behavior
and broader goals. In the original exposition of Smotivational interviewing,
Miller (1983) described this as creating “cognitive dissonance,” borrowing 2
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concept introduced by Festinger (1957). A more general and, we believe, a
better way to understand this process is simply as a discrepancy between
where one is and where one wants to be. This can be triggered by an
awareness of the costs of the present course of behavior. When a behavior is
seen as conflicting with important personal goals (such as one’s health,
success, family happiness, or positive self-image), change is likely to occur.
Consider this example given by Premack (1970) of a man who

dates his quitting [smoking] from a day on which he had gone to pick up
his children at the city library. A thunderstorm greeted him as he arrived
there; and at the same time a search of his pockets disclosed a familiar
problem: he was out of cigarettes. Glancing back at the library, he caught
a glimpse of his children stepping out in the rain, but he continued around
the corner, certain that he could find a parking space, rush in, buy the
- cigarettes, and be back before the children got seriously wet. The view of
himself as a father who would “actually leave the kids in the rain while he
ran after cigarettes” was . . . humiliating, and he quit smoking. (p. 115)

No one “confronted” this man. No one else may have known what a signif-
icant event was occurring in his life. But in fact he was confronted by an
unpleasant reality about himself, and it triggered a change. This kind of
story—in which a life event changes qne’s perception of a habit—is common
in the reports of people who have quit using alcohol, tobacco, or other drugs
on their own. It is difficult, of course, for a therapist to arrange for such an
event to occur. The principle, however, is one that is quite central to
motivational interviewing. Motivation for change is created when people
perceive a discrepancy between their present behavior and important per-
sonal goals (Miller, 1985b).

Many people who seek consultation already perceive some discrepancy
betweerr where they are and where they want to be. Yet they are also
ambivalent, caught in an approach-avoidance conflict. A goal of motiva-
tional interviewing is to develop discrepancy—to make use of it, increase it,

- and amplify it until it overrides attachment to the present behavior. The
- strategies of motivational interviewing seek to do this .within the client,
i rather than relying primarily upon external motivators (e.g., pressure from
: the spouse, threat of unemployment, or court-imposed contingencies). This
; involves clarifying important goals for the client, and exploring the conse-

K

" quences or potential consequences of his or her present behavior which
: conflict with those goals. When successfully done, motivational interviewing

» changes the client’s perceptions (of discrepancy) without creating a feeling

g
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i of [ being pressured or coerced.

The genéral approach is one that results in the client’s presenting the
" reasons for change, rather than the counselor’s doing so. People are often
more persuaded by what they hear themselves say than by what other people
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tell them. When motivational interviewing is done well, it is not the therapist
but the client who gives voice to concerns (e.g., “This problem is more
serious than I realized”) and intentions to change (e.g., “I've got to do

something about this”).

PRINCIPLE 2: DEVELOP DISCREPANCY.

Awareness of consequences is important.

A discrepancy between present behavior and
important goals will motivate change.

The client should present the arguments for
change.

3. Avoid Argumentation

A third important principle of motivational interviewing is that the coun- -
selor avoids arguments and head-to-head confrontations. The least desira-

"ble situation, from this viewpoint, is one in which the counselor is arguing
that the client has a problem and needs to change, while the client is
defending an opposite viewpoint. This is a trap that we discuss in detail in
Chapter 6.

Motivational interviewing is confrontational in its purpose: to increase
awareness of problems and the need to do something about them. A casual
observer of this counseling approach, however, would not be likely to label -
it as “confrontational.” One experienced therapist in a workshop we were : 3
offering called it “soft confrontation.” It is this gently persuasive style that is :
a hallmark of motivational interviewing. :

Direct argumentation tends to evoke reactance from people; that is, it |
results in their asserting their freedom to do as they please. The more you-
tell someone “You can't,” the more likely she or he is to respond “I will:
Strongly defending a position (e.g., “You have a problem and you've got to .
change”) is likely to elicit opposition and defensiveness from the client. As’
we have discussed in Part I, client resistance is strongly affected by how the:
therapist responds, and resistance during treatment is predictive of failure to!
change. For these reasons, it is a general goal in motivational interviewing t

avoid approaches that evoke client resistance. When resistance is encoun:
tered, the therapist shifts strategies.
" One place where arguments are quite likely-to emerge, particularly i
counseling addictive behaviors, is in regard to the applicability of a diagnos-;
tic label. Some coupselors place great importance orfa client’s willingness ¢
“admit” to a label such as “alcoholic.” (In fact, in most other problem are:
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there is usually little emphasis placed on a client’s acceptance of a diagnostic
label.) Trying to force a client to accept such a label can be countertherapeu-
tic, however, and there is no evidence to suggest that recovery is promoted
by persuading people to admit to a diagnostic label. Within Alcoholics
Anonymous (AA), the emphasis has been more on self-recognition than on
coerced admission. Bill Wilson wrote, “We do not like to pronounce any
individual as alcoholic, but you can quickly diagnose yourself” (Alcoholics
Anonymous, 1976, p. 31). No doubt some people do find it an important
turning point when they first accept their.problem. Our point here is that
there is no particular reason why the therapist should badger clients to
accept a label, or exert great persuasive effort in this direction. van Bilsen
and van Emst (1986) observed, “Our experience was that we were often
fighting against our clients instead of motivating them for change” (p. 707).
Accusing clients of being “in denial” or “resistant” or “addicted” is more
likely to increase their resistance than to instill motivation for change. We
advocate starting with clients wherever they are, and altering their self-

perceptions not by arguing about labels, but through substantially more
effective means. .

PRINCIPLE 3: AVOID ARGUMENTATION.
Arguments are.counterproductive.
Defending breeds defensiveness.
Resistance is a signal to change strategies.
Labeling is unnecessary. .

4. Roll with Resistance

:If you don’t argue, then what do you do? Jay Haley and other pioneers in
‘the field of strategic family therapy have spoken of “psychological judo.”
{They refer to the kinds of martial arts in which an attack is not met with
direct opposition (as in boxing), but rather the attacker’s own momentum is
‘used to good advantage. It makes no difference what one throws at a master
*of this art. All blows fall on empty air, and the harder one attacks, the faster
ione falls into nothing. : '

1 This is not to say that the master is passive. Not at all. He or she adds fo
the momentum—a little spin, a glance to the side, an extra tug. The fall is
inevitaple, but the master is in control of where the other person lands.
Often it is not where the person intended to land, and there may be the
surprise of “How did I get over here?” }

¢ Any analogy can be taken too far. Motivational interviewing is not like
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combat; it is not about winning and losing. The client is not an opponent to

be defeated. Yet the illustration of rolling with resistance is useful. We -

explain in Chapter 8, for example, how statements that a client offers can be
turned or reframed slightly to create a new momentum toward change. The
object in motion is not a body but a perception. The client starts by
throwing out present perceptions, and finds (if the counselor, the “master,”
is skillful) that they come down in a new place. ’ '

There is also an element of great respect for the client. What to do
about a problem, if anything, is ultimately the client’s decision. Reluctance
and ambivalence are not opposed, but are acknowledged by the therapist to
be natural and understandable. The counselor does not impose new views or
goals. Rather, the client is www and is
offered new perspectives. “Take what you want and leave the rest” is the
permissive kind of advice that pervades this approach. It’s an approach that
is hard to fight against.

In motivational interviewing, the counselor also commonly turns a
question or problem back to the client. It is not the therapist’s job to
generate all the solutions. Doing so, in fact, allows the client to dismiss each
idea with “Yes, but . . .” It is assumed that the client is a capable individual,
with important insight and ideas for the solution of his or her own problems.
Rolling with resistance, then, includes involving the client actively in the
process of problem solving.

PRINCIPLE 4: ROLL WITH RESISTANCE.
Momentum can be used to good advantage.
 Perceptions can be shifted. N
New perspectives are invited but not imposed. ' .
The client is a valuable resource in finding
solutions to problems. :

5. Support Self-Efficacy

A fifth important principle of motivational interviewing involves the con-
cept of “self-efficacy.” As discussed in Chapter 3, self-efficacy refers to a
person’s belief in his or her ability to carry out and succeed with a specific
task. Self-efficacy is a key element in motivation for change (Bandura, 1977,

1982; Rogers & Mewborn, 1976) and a good predictor of treatment outcome

with addictive behaviors (Condiotte & Lichtenstein, 1981; DiClemente,
1981; DiClemente, Prochaska, & Gilbertini, 1985; Godding & Glasgow‘,
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1985; Solomon & Annis, 1990; Wilkinson & LeBreton, 1986). A therapist
may follow the first four principles outlined above, and persuade a person
that he or she has a serious problem. If, however, the person perceives no
hope for change, then no effort will be made, and the therapist’s efforts have
been in vain.

Although the term “self-efficacy” is relatively recent, healers have long
recognized that hope and faith are important elements of change (Frank,
1973; Miller, 1985a; Shapiro, 1971). The therapist’s own expectations about
a client’s chances for recovery can have a powerful impact on outcome
(Leake & King, 1977; Parker, Winstead, & Willi, 1979). A general goal of
motivational interviewing is to increase the client’s perceptions of his or her
capability to cope with obstacles and to succeed in change (Miller, 1983).

In presenting our first principle—“Express empathy”—we have dis-
cussed the importance of supporting self-esteem, the person’s general self-
regard. Although self-efficacy can be influenced by general self-esteem, the
former is much more specific. Essentially, self-efficacy means confidence in
one’s ability to cope with a specific task or challenge. A client may, for
example, suffer from very low self-esteem, but nevertheless may be per-
suaded that it is possible and within his or her ability to change a particular
problem. Even approaches such as AA, which emphasize personal power-
lessness over a problem, also stress that it is within the person’s own power to

- change—in this case, by deciding to turn over control to a higher power, to
- take control by giving up control (Baugh, 1988). The overall message here is
“You can do it. You can succeed.”
l There are various messages that support self-efficacy. One is an empha-
. sis on personal responsibility (discussed, along with self-efficacy, in the
- “FRAMES” model of Chapter 3). The person not only can but must make
+ the change, in the sense that no one else can do it for him or her. Motiva-
% tional interviewing does not foster hope that the therapist will change the
¢ client. “I will change you” is not the intended message. A more appropriate
- message is “If you wish, I will help you to change yourself.” A client may
" also be encouraged by the success of others. Contact with former clients as
-models-can be helpful in this regard (Zweben & Li, 1981), but counselors

-or specific success stories. Still another helpful fact is the number of differ-
- ent approaches that are available and that have been shown to be helpful
.(e.g., Hester & Miller, 1989). Even a series of treatment failures need not be
ewed as cause to abandon hope. It can be understood as this particular
rson’s not yet having found the right approach. Given thé range of
ifferent and promising treatment options, the chances of any given individ-

“also use accounts of the numbers of people who have succeeded in changing, -
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PRINCIPLE 5: SUPPORT SELF-EFFICACY.
Belief in the possibility of change is an
important motivator.

The client is responsible for choosing and
carrying out personal change. ,
There is hope in the range of alternative

approaches available.

S'ummary

These five broad principles underlie the specific strategies that we describe
in the next five chapters. We have discussed them apart from practical
“how-to” elements, in order to give you a larger context regarding the “why”
of practice. These principles bespeak a more general philosophy behind
motivational interviewing. We believe that each person possesses-a powerful
potential for change. Your task as a therapist is to release that potential, to
facilitate the natural change processes already inherent in the individual. In
this approach, the client is treated with great respect, and as an ally rather
than an opponent. Motivational interviewing is about helping to free people
from the ambivalence that entraps them, yielding repetitive cycles of self-
defeating or self-destructive behavior. It is more than a set of techniques for
doing counseling. It is a way of being with clients; which is probably quite
different from how others may have treated.them in the past. This way of
being is not the whole story of change. There are many specific treatment -
strategies that can be quite helpful as people pursue the course of change
(e.g., Garfield & Bergin, 1986; Hester & Miller, 1989). Motivational inter-
viewing is intended to get the person unstuck, to start the change process.
happening. Once begun, change may occur rapidly with relatively little
additional assistance (see Chapter 3), or it may require a long span of
therapeutic direction and support. - DR
We turn now to six chapters on specific strategies of motivational -
interviewing. In the first of these, Chapter 6, we introduce strategies that are -
. important from the outset, and that can help you avoid some common traps
that await you. These strategies are most appropriate for buiding motivation
to change, the first of two major phases of motivational interviewing. In’ -
Chapter 7 we explain ways in which pretreatment assessment results can be -
used as motivational feedback, and explore ways to assess readiness for .
change. Chapter 8 provides strategies for recognizing and coping with client :
resistance, particularly during the first phase of motivational interview- -
ing. Then in Chapter 9, we proceed to discuss Strategies appropriate for -
strengthening commitment to change, the second phase of motivational -
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interviewing. Chapter 10 explores a few typical but difficult situations that
can arise in the application of motivational interviewing, and ways in which
these special challenges can be met. Finally, in Chapter 11, we describe a
practical case from start to finish, in order to illustrate how the strategies of
motivational interviewing are interwoven.
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Phase I: Building Motivation
for Change

‘What you need, in trying to help people, are the qualities ofa good bartender—
sympathy, willingness to listen, and intuition.
—Frank Buchman, quoted in Garth Lean, Frank Buchman: A Life

Starting a counseling process is not unlike starting a game of chess. Every-
thing is neat and ordered to begin with, yet within minutes both players can
become immersed in complexity. One cannot know beforehand exactly what
moves should be made, but a clear idea of the overall game plan is of great
benefit. The number of specific situations that one can face is nearly infinite;
yet one can know beforehand a set of general strategies that are quite helpful
in coping with the complexities of play. Part of this knowledge involves
understanding .what not to do, particularly at the outset. It also includes
recognition of common problems and traps that may be encountered, and
how to prevent or at least recover from them. There are different approaches .
for opening, middle game, and endgame, although the strategies overlap. -
The overall goal in this first phase of counseling is to build motivation: b
for change. The assumption here is that the client is ambivalent, and in the
contemplation or even precontemplation stage. This chapter contains som
opening strategies for motivational interviewing that will allow you to pu!
into practice the principles outlined in Chapter 5. We explain some trap
that can be encountered early in motfwatioiial interviewing, and use specifi
examples of counseling dialogue to illustrate how counselors can succum
to or surmount these pitfalls. First, however, we want to say a few things
about the opening session, and some common traps into which counselor
can fall at the very beginning.

About the First Session

. . [ . .
The very first session can be crucial, setting both the tone and the expecta:s
tions for counseling. The therapist’s actions even in asingle session can have:

64
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a powerful influence on client resistance and long-term outcome (Miller &
Sovereign, 1989). It is important, then, to adopt the proper approach right
from the beginning, and to avoid falling into several traps that can quickly
undermine progress.

- The Question-Answer Trap

At the beginning of a counseling process, it is easy to fall mto a pattern
wherein the counselor asks questions and the client gives short answers.
This is similar to what may occur when a physician conducts a general
health screening: The patient responds “Yes” or “No” to a long survey of
potential problem areas. This can happen in part because the counselor feels
a need for specific information. It may also be a response to anxiety—either
in the counselor, who wants to keep control, or in the client, who is more
comfortable with the safe predictability of this passive role. In tone, the
“expert” counselor controls the session by asking questions, while the client
merely responds with appropriate short answers. Here is an example:

THERAPIST: You're here to talk about your gambling, is that right?
CLIENT: Yes, I am. )

T: Do you think you gamble too much?

'C: Probably. '

-T: What is your favorite game?

. C: Blackjack.

: Do you usually drink when .you gamble'!

: Yes. ' ,

: Have you ever gone seriously into debt because of gambling?
: Once or twice, yes.

: How far into debt?

: Once I had to borrow $8, 000 to pay .off a debt.

[ Are you married?

No, I'm divorced.

How long ago were you divorced?

Two years ago.

d 5o it can happen. There are several negative aspects of this trap. First, it
faches the client to give short, simple answers, rather than the kind of
dboration you w1ll nccd for motivational interviewing. Second, it implies
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an interaction between an active expert and a passive patient: If you just ask
enough questions, then you will have the answer. It also affords little
opportunity for the client to explore and to offer self-motivational state-
ments, which we soon describe as a crucial process in motivational inter-
viewing.

This trap is relatively easy to avoid. We recommend having clients
complete a precounseling questionnaire to give you the specific information -
you may need at the outset, and saving the other specifics for later. This
saves you going through an inventory of short-answer questions. The open-
ended questions and reflective listening strategies explained later in this
chapter are also very helpful in getting around the question-answer trap.

There is, however, a subtler form of this same trap, which involves open-
ended questions. The optimal approach is usually to ask an open-ended
question, then to respond to the client’s response not with another question,
but with reflective listening. The use of a series of open-ended questions
without sufficient reflective listening can have a very similar effect to that of a
series of closed questions. The client is directed into a passive; question-
answering role. As a general rule, avoid asking three questions in a row.

The Confrontation-Denial Trap

For purposes of motivational interviewing, the confrontation—denial trap is
the most important trap to avoid, and a common trap it is. Therapists fall
into it through their own good intentions, and through a faulty understand:
ing of motivational processes. If a therapist makes the wrong openings;
most clients will readily play along with the pattern. ST

How does this trap happen? The familiar script is that the counselor
detects some information indicating the presence of “a problem” (e.g.
“alcoholism™), begins to tell the client that he or she has a serious proble
and prescribes a particular course of action. The client then expresses somé
reluctance about this, making statements along two general lines: (1) “My.
problem isn’t really that bad,” and (2) “I don’t really need to change tha
much.” ) S S
This is actually quite predictable. If, as we assume, people usually. enter
counseling in a state of ambivalence, they feel two ways about their situa;
tion: They want it, and they don’t want it. They think maybe they should
change, and yet they are reluctant to give up their present pattern. They are
in conflict. If the counselor argues for one side of the conflict, it is- veryiz
likely that the client will give voice to the other side. Here is a sample: j

THERAPIST: Well, it seems to me that you havé a serious drinking prob:
lem. You're showing a lot of the signs of alcoholism. :
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CLIENT: What do you mean?

T: Well, you've had an alcoholic blackout, you’re uncomfortable when you
can’t drink, and you're losing control of your drinking.

C: But a lot of people I know drink just like I do.

T: Maybe so, maybe not. But we’re not talking about other people, we’re
talking about you.

C: But I don’t think it’s that serious.

T: Not serious! It’s just sheer luck that you haven’t been arrcsted or killed
somebody driving after drinking.

C: I told you, I can drive just fine. I've .'riever had a problem.

T: And what about your family? They think you’re drinking too much, and
- they think you ought to quit. .

C: Oh, Fran came from a family of teetotalers. There’s nothxng wrong with
me. They think anybody who has three drinks is an alcoholic. ’

From the viewpoint of motivational conflict, presented in Chapter 4, this
pattern is quite predictable and understandable. By taking responsibility for
the “problem-change” side of the conflict, the therapist elicits oppositional
“no-problem”™ arguments from the client.
What happens next? The therapist may regard the client’s reactions as
proof of the “alcoholic trait of denial,” which confirms the diagnosis.
Within this view, the appropriate response is to turn up the heat—to
confront the client’s denial all the more aggressively (see Chapter 1). The
result of this is also rather predictable: As the therapist argues one side more
:adamantly, the client will defend the other with greater vigor. It is a familiar
cript, and probably one that the client has been through before with others.
If the client begins to feel trapped, the phenomenon of psychological
actance (see Chapter 1) may also be evoked: The person asserts freedom to
o as he or she pleases. The end result is an escalating head-to-head power
struggle. The more the therapist confronts, the more the client becomes
istant and-unwilling to change (Miller & Sovereign, 1989). Clients in this
tuation can literally talk themselves out of changing. Hearing themselves
gorously arguing that they don’t have a problem and don’t need to change,
ey become convinced. Few people enjoy losmg an argument or being
roved wrong
This is the confrontation—denial trap. It can occur at any stage in
ounseling, but it is particularly common in the early phase, where it can set
very unhelpful tone. It can focus on any of a wide range of topics, not just
hether or not the person has “a problem.” In fact, this trap can emerge any
me the counselor is arguing with a client. Two of the central strategiés of
lotivational interviewing—reflective listening and eliciting self-motiva-
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tional statements—are good approaches for preventing this problem. The
strategies for dealing with resistance that we present in Chapter 8 are also
helpful in avoiding this trap.

The Expert Trap

The enthusiastic and competent counselor can unwittingly fall into the
expert trap by conveying the impression of having all the answers. Like the
question-answer trap, its most common effect is to edge clients into a
passive role, which is inconsistent with the basic approach of motivational
interviewing—giving people the opportunity to explore and resolve ambiva-
lence for themselves. A sincere desire to help can lead a counselor to try to
““fix” the situation for a client, to prescribe answers and solutions. Thereis a
time for expert opinion (see Chapter 9), but the focus in this approach is
first on building the client’s own motivation. This is not likely to happen if
the client is placed in the role of passive recipient of expert advice.

The Labeling Trap

Counselors and clients can also easily be ensnared by the issue of diagnostic
labeling. Counselors sometimes believe that it is terribly important for a
person to accept the counselor’s labeling (“You're an alcoholic,” “You're in
denial,” etc.). Because such labels often carry a certdin stigma in the public
mind, it is not surprising that people with reasonable self-esteem resist them.

'As we have discussed earlier, there is little apparent value in pressuring.
people to accept such labels, and the Alcoholics Anonymous (AA) philoso-

phy specifically recommends against such labeling of others.

Often there is an underlying process in a labeling debate. It may be é

power struggle in which the counselor seeks to assert control and expertisé;

or a judgmental communication. For some clients, even a seemingly harm-:
less reference to “your problem with ... » can elicit feelings of being
cornered and uncomfortable. The danger, of course, is that the labeling
struggle evokes resistance from the client, which in turn hinders progress.
Since there are no important clinical advantages in imposing a label, the risk!
of descending into a confrontation—denial loop is simply not worth taking..

‘We recommend, therefore, that you de-emphasize labeling in the course:
of motivational interviewing. Problems can be fully explored without at-
taching labels that evoke unnecessary resistance. If the issue of labeling
never comes up, it is not necessary to raise it. Often, however, a client will
raise the issue; and how you respond can be quite important. We recom:
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* mend a combination of reflection and reframing—two techniques to be
% discussed later. Here is a brief example.

CLIENT: So are you implying that I'm an addict?

THERAPIST: No, I really don’t care that much about labels. But it sounds
like you do, that it’s a worry for you.

C: Well, I don’t like being called an addict.

T: When that happens, you feel like saying that your situation really isn’t
that bad. :

C: Right! I'm not saying that I don’t have any problems . . .

T: But you don’t like being labeled as “having a problem.” That sounds too
harsh to you. ,

C: Yes, it does.

T: That’s pretty common, as you might imagine. Lots of people I talk to
don’t like being labeled. There’s nothing strange about that. I don’t like
people labeling me, either.

C: I feel like I'm being put in a box.

T: Right. So let me tell you how I see this, and then we’ll move on. To me, it
doesn’t matter what we call a problem. I don’t care if we call it “addiction”
or “problems” or “Fred,” for that matter. We don’t have to call it any-
thing. If you'd like a label, I could give you one, but that’s not important
to me. What really matters is to determine how your use of cocaine is
harming you, and what, if anything, you want to do about it. That’s what
I care about. -

‘

- As afinal note, we would add that we also see no strong reason to
.discourage people from accepting a diagnosis if they are so inclined.
‘Members of AA, for example, often report that it was important for them to
recognize and accept their alcoholism. There is little point in opposing such
If-acceptance. Our emphasis here is not to get'into debates and struggles
ver labels.

he Premature-Focus Trap

ven if the counselor avoids arguments and labels, resistance may result if
li'ent and therapist wish to focus on different topics. In addictions counsel-
g, for example, it is not uncommon for the therapist to want to hone in

:uickly on the client’s alcohol and other drug use and related problems; while -
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the client wishes to discuss a broader range of concerns. A struggle may
ensue regarding how much attention should be paid to what the counselor
perceives to be “the problem.” Indeed, in the client’s mind, alcohol/drug use
may be a relatively small part of the picture, and it may not be clear whether
and how this is related to the client’s larger concerns. If the counselor presses
too quickly to focus the discussion on addiction, the client may be put off
and become defensive. Other clients, however, present their drinking or drug
use as a primary concern. In this case, early focusing is quite appropriate.
The point is to avoid becoming engaged in a struggle about the proper topic
for early discussion. Starting with the client’s concerns, rather than those of
the counselor, will ensure that this does not happen. ’

The Blaming Trap

Still another obstacle that can be encountered in the first session is a client’s
concern with blaming. Whose fault is the problem? Who’s to blame? If this
issue arises and is not dealt with properly, needless time and energy can be
- wasted on defensiveness. The obvious key here is that blame is irrelevant.
Usually this can be dealt with by reflecting and reframing the client’s
concerns. If this problem arises, for example, the client may be told,

It sounds like you're worried about who’s to blame here. I should -
explain that counseling is not about deciding who is at fault. That’s for -
the courts. Counseling has a “no-fault” policy. I'm not interested in
looking for who's responsible, but rather what’s troubling you, and
what you might be able to do about it. = s

Concerns about blame may also be prevented by offering a brief structur-
ing statement at the beginning of counseling. If the client has a clear under- *
standing of the purpose of counseling, worries about blaming may be averted. *

Opening Structure

Clients come to counseling with widely varying expectations. They may, -
come expecting to be criticized, healed, advised, questioned, listened to, :.
blamed, taught, medicated, or consoled. Prospective clients enter treatment’
with widely differing expectations, fears, hopes, and concerns. For this and
- other reasons, it can be useful at the ‘outset to provide the client with a
simple and brief structuring of the first session, and of counseling in general." -
A good structuring statement can set the cliert’s mind at rest and get-:
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counseling off to a good start. Some elements that may be included in a
good structuring statement are as follows:

e The amount of time you have available

» An explanation of your role and goals

* A description of the client’ role

* A mention of details that must be attended to
* An open-ended question

Here is an example:

We have about an hour together now, and in this time I want to get a
beginning understanding of what brings you here. I'll probably spend.
most of this time listening, so that I can understand how you see things
and what your concerns are. You must also have some hopes about
what will and won’t happen here, and I'll want to hear about thase.
Toward the end of this hour I'll need to ask you for some specific
information that I need, but let’s just get started now. What’s on your
mind? I understand that you have some concerns about your use of
tranquilizers. . . '

Five Early Strategies

The first four strategies described below are derived largely from client-
centered counseling, although in motivational interviewing they are used for
a particular purpose—that of helping clients to explore their ambivalence
and express reasons for change. The fifth strategy is more directive and is
specific to motivational interviewing. It integrates and guides the use of the
other four strategies. '

1. Ask Open-Ended Questions

During the early phase of motivational interviewing, it is important for the
therapist to establish an atmosphere of acceptance and trust, in which the
client will explore his or her problems. This means that the client should do
‘most of the talking at this stage, with the counselor listening carefully and
encouraging expression. The first four of these five early strategies directly
support this goal.

One way to begin this process is to ask early questions in a way that
‘encourages the client to do most of the talking. Short-answer questions are
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necessary in most sessions, but should not be emphasized during the early
phase of motivational interviewing. It is better to begin with open-ended
questions—ones that cannot easily be answered with a brief reply. Such
questions open the door for the client to explore. Some clients come in

almost bursting to talk, and it takes only a simple invitation to elicit their
story. Others are more guarded and require encouragement. How you
respond to the client’s initial answers will strongly influence what happens
next, but that is taken up below. Our interest here is in how to ask good
open-ended questions.

If you know in advance or otherwise sense that the client has clear
concerns to talk about, a simple opening of the door may suffice. Here are

some examples:

« 1 assume, from the fact that you are here, that you have some things
you want to talk over with a counselor. What would you like to
discuss?

« T'd like to understand how you see things. What’s brought you here?
What’s been the problem? :

« T understand that you have some concerns about drinking. Tell me
about them. ”

« You said on the telephone that you have been using drugs for a long
time, and you wanted to talk about it. Fill me in. Why don’t you start

~ from the beginning, when you first used drugs, and bring me up to date?

In discussing a focal problem with more ambivalent clients (€.g., ones in the
early contemplation stage), it can be useful to ask for both sides of the coin,
or to ask a connected cluster of more neutral-sounding questions. Some
therapists prefer to ask clients first what they have liked about their current
(“problem”) behavior, and then what the negative side includes. Here are
some possible openings: : ~

« Tell me about your use of cocaine. What do you like about it? And
what’s the other side? What are your worries about using it?

« Tell me what you've noticed about your drinking over the years. Have
you seen any changes in your drinking and how it affects you? What
have you-noticed that might concern you, or that has concerned
other people? :

« 1 understand that you’re here to talk about your gambling. So help
me see the whole picture here. What do you enjoy about gambling,
and what’s the darker side?

Obviously, people will vary in how they react to. opening questions such
as these. Some will respond eagerly to the opportunity to talk about their
difficulties. In such cases, your job is a matter of guiding the person in this
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exploration, using the strategies described in this and subsequent chapters.
Others will volunteer relatively little, and may change the subject or head off
into one of the traps described earlier. These questions are only door-
openers, which provide opportunities for using other strategies.

2. Listen Reflectively

Perhaps the most challenging skill in motivational interviewing is that of
reflective listening. In popular conceptjons, listening just involves keeping
quiet and hearing what someone has to say. The crucial element in reflective
listening, however, is how the counselor responds to what the client says.

Thomas Gordon (1970) has outlined 12 kinds of responses that are not
hstemng

. Ordering, directing, or commanding

. Warning or threatening

. Giving advice, making suggestions, or providing solutions

. Persuading with logic, arguing, or lecturing

. Moralizing, preaching, or tellmg clients what they “should” do
. Disagreeing, judging, criticizing, or blaming

. Agreeing, approving, or praising

. Shaming, ridiculing, or labeling

. Interpreting or analyzing

10. Reassuring, sympathizing, or consolmg

11. Questioning or probing

12. Withdrawing, distracting, humoring, or changing the subject

O OO AWNDE WK -

These responses have also been called “roadblocks” because they get in a
client’s way. In order to keep exploring in the same direction, the client has
to deal with the roadblock and go around it. Roadblocks have the effect of
blocking, stopping, diverting, or changing direction. They all imply an

uneven or “one-up” relationship. A counselor who responds with one of'

these is not listening—at least not in the sense of reflective listening. Rather,

the counselor is keeping quiet just long enough to think of a response from

the list above, and then offering it. The underlying message is “Listen to me;

I'know best.” Instead of continuing to explore the path, the client then has

to deal with the roadblock. Consider this unhelpful “therapist” talking to a

client who feels two ways about an important decision. (The number of each
- corgesponding roadblock from the list above is given in parentheses.)

»

CLIENT: I just don’t know whether to leave him or not.
THERAPIST: You should do whatever you think is best. (#5)
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. But that’s the point! I don’t know what’s best!

- Yes, you do, in your heart. (#6)

. Well, I just feel trapped, stifled in our relationship.

. Then you should separate for a while and see how you feel. #3)
. But I love him, and it would hurt him so much if [ left!

But if you don’t do it, you could be wasting your life. (#2)

. But isn’t that kind of selfish? '

. It’s just what you have to do to take care of yourself. #4)

. 1 just don’t know how I could do it. '

. T'm sure you'll be fine. (#10)

HaHO0H0E030

This client has not been helped to explore ambivalence, but instead is
prematurely pressed toward one resolution. The “counselor” in this situa-
tion has never really listened, has never given the client a chance to keep on
talking and exploring. The client’s time has been spent dodging roadblocks.
But what else is there? If one avoids all 12 roadblocks, what is there left
to say? We don’t mean to imply that it is wrong to use these 12 responses. -
There is a time and a place for each of them. We do mean to say that
reflective listening is something different from these ways of responding. It
has been extensively described by Rogers (1957), Truax and Carkhuff
(1967), Gordon (1970), Ivey (1980), and Egan (1982), among others.

The essence of a reflective-listening response is that it makes a guess as  °

to what the person means. Before a person speaks, he or she has a certain

meaning to communicate. This is coded into words, often imperfectly. The

listener has to hear the words accurately and then decode their meaning.
That means there are three steps along the way where communication can
go wrong: coding, hearing, and decoding (Gordon, 1970; Miller & Jackson,
1985). The reflective listener forms a reasonable guess as to what the
original meaning was, and gives voice to this' guess in the form ofa *
statement. ‘ ‘ : S
A statement? Why not a question? After all, the listener is not sure
- whether the guess is correct. The reason is very practical: A well-formed -
reflective statement is less likely to evoke resistance. Asking about meaning,
through questioning, seems to distance clients from experiencing it. They -

step back and begin to ask if they really do or should feel what they have ‘

expressed. The difference is subtle, and not everyone notices it. Consider the
difference in sound between these reflections:

You’re feclin'g uncomfortable?
You're feeling uncomfortable.
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You’re angry with your mother?
You're angry with your mother.

The difference is an inflection. The voice tone goes up at the end of a
question, gently down at the end of a statement. Reflective-listening state-
ments should usually turn down at the end.

In order to offer reflective listening, you first must train yourself to
think reflectively. This includes the realization that what you believe or
assume people mean is not necessarily what they really mean. Most state-
ments can have multiple meanings. Emotion words such as “depressed” or
“anxious™ have very different meanings to different people. What could it
mean for a person to say, “I wish I were more sociable™? Here are some
possibilities: :

I feel lonely and I want to have more friends.

I get very nervous when I have to talk to strangers.

I should spend more time getting to know people.

I would like to be popular. .
I can’t think of anything to say when I’'m with people.
People don’t invite me to their parties.

To think reflectively is to make this i)rocess more conscious. In fact, when
you hear a statement, you consider what it might mean, and you choose
what you believe to. be the most likely meaning. Many people then act as if
this were the actual meaning of the statement. Reflective listening is a way of
% checking, rather than assuming that you know what is meant.

Reflective listening, then, involves making a statement that is not a
roadblock, but rather a guess about what the person means. Usually, but
not always, the subject of the sentence is the pronoun “you.” Here is an
extended example from a counseling session with an ambivalent problem
drinker. For illustrative purposes, every therapist sentence in this segment is
a reflective-listening statement. ’

CLIENT: I worry sometimes that I may be drinking too much for my own
- good. ‘

& THERAPIST: You've been drinking quite a bit.

. C: Idon't really feel like it's that much. I can drink a lot and not feel it.

| T: More than most people.

C: Yes. I can drink most people under the table.
. T:"And that’s what worries you:

C: Well, that and how I feel. The next morning I'm usually in bad shape. I
¢ feel jittery and I can’t think straight through most of the morning.
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T: And that doesn’t seem right to you.

C: No, I guess not. I haven’t thought about it that much, but I don’t think
it's good to be hung over all the time. And sometimes I have trouble
remembering things. :

T: Things that happen while you’re drinking.

C: That, too. Sometimes I just have a blank for a few hours.

T: But that isn’t what you meant when you said you have trouble remem-
bering things.

C: No. Even when I'm not drinking, it seems like I’'m forgetting things more
often, and I'm not thinking clearly. .

. And you wonder if it has something to do with your drinking.

: 1 don’t know what else it would be.

- You haven't always been like that.

: No! It’s only the last few years. Maybe I'm just getting older.

. It might just be what happens to everybody when they reach 45.

. No, it’s probably my drinking. I don’t sleep very well, either. ‘

HAaH 02049

. So maybe you're damaging your health and your sleep and your brain by
drinking as much as you do.

C: Mind you, I'm not a drunk. Never was.
T: You're not that bad off. Still, you’re worried.
C: I don’t know about “worried,” but I guess I'm thinking about it more.

T: And wondering if you should do something, so that’s why you came
here. :

C: I guess so.
T: You're not sure. .
C: I'm not sure what I want to do about it. .

T: So if I understand you so far, you think that youVe been drinking too
“much and you've been damaging your health, but you’re not sure you
want to change that.

C: Doesn’t make much sense, does it?
T: I can see how you might feel confused at this point.

Notice that the therapist does not insert roadblocks throughout this process.
It would have been easy to substitute some” of the roadblocks for these
reflections. This is avoided, however, because the purpose is to elicit self-
motivational statements from the client. ¢ o
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Reflective-listening statements can be quite simple. Sometimes the
mere repetition of a word or two will keep the client moving (in the example
above, the first reflection could have been “Too much ...”). A more
sophisticated ‘reflection substitutes new words for what the client has of-
fered, or makes a guess about the unspoken meaning. Sometimes it is
helpful, too, to reflect how the client seems to be feeling as he or she speaks.

Reflection is not a passive process. The counselor decides what to
reflect and what to ignore, what to emphasize and de-emphasize, what
words to use in capturing meaning. Reflection can be used to reinforce
certain aspects of what a person has said, or to alter its meaning slightly.
These applications of reflection are discussed in Chapter 8. We advise that
reflective-listening statements should constitute a substantial proportion of
counselor responses during the early phase of motivational interviewing, In
particular, self-motivational statements should be reflected back. In this
way, clients hear their own statements twice.

Reflection is particularly important following open-ended questions.
Once you have asked an open question, respond to the client’s answers with
reflective listening. Because questioning is a much less demanding skill
(for the counselor) than empathic listening, it is easy to fall into the
question-answer trap, asking a series of questions instead of reflecting
the client’s statements. This may evoke resistance more than self-motiva-
tional statements. Remember, then, to follow up a question with teﬂectwe
hstemng

3. Affirm

It can also be quite helpful to affirm and support your client during the
counseling process. This can be done in the form of compliments and
statements of appreciation and understanding. The process of reflective
listening can be quite affirming in itself, but direct affirmations have a place
in counseling, too. Here are some examples:

1 appreciate how hard it must have been for you to decide to come here.
You took a big step!

I think it’s great that you want to do something about this problem.

That must have been very difficult for you.

You're certainly a resourceful person, to have been able to live with the
problem this long and not fall apart.

¢ That’s a good suggestion.

It must be difficult for you to accept a day-to-day life so full of stress. I

must say, if I were in your position, I would also find that difficult.
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I guess that’s why you're here—because you don’t want to accept
that kind of stress any more.

It seems like you're a really spirited and strong-willed person in a way. - -
You enjoy being happy with other people, and making them laugh.
In that way, it’s hard to think about giving up drinking. v

You're certainly having to cope with a lot of problems right now—more -
than most people. I can understand how sometimes you want a
“lift” so badly, you want a release from it all.

4. Summarize

A fourth strategy to use early and throughout motivational counseling is
summarizing. Summary statements can be used to link together. material
that has been discussed. When you are eliciting a client’s self-motivational

statements, for example, it is wise to summarize periodically:

So thus far you've said that you are worried with the amount that you
are drinking, relative to other people, and how much you’re spending
on it. You're not sure what it means that you can drink so much more
than other people without seeming to be affected. You're concerned
that your drinking is damaging your memory, and that it keeps you
from normal sleeping. What else?

Such periodic summaries reinforce what has been said, show that you have
been listening carefully, and prepare the client to move on. They also allow
a client to hear his or her own self-motivational statements a third time! -
Linking summaries can be especially helpful .in- expressing a client’s . '
ambivalence. The typical experience of ambivalence is to vacillate back and -
forth between reasons to change and reasons to stay the same. A summary
statement is one way to allow a person to examine the positives and negatives
simultaneously, acknowledging that both are present. Linking phrases, such -
as “on the one hand . . . on the other” and “at the same time,” can be useful:

It sounds like you’re torn two ways. On the one hand, you’re very
worried that drinking is hurting your family, and that your work is
being affected as well. You're especially surprised that two different
friends in the same week told you they are concerned about your
drinking. At the same time, you certainly don’t think of yourself as an
alcoholic, and you find that you can go for a week at a time without

drinking, without any bad effects. This must be puzzling for you.

N . 3 3 e 3 v i L. ..
Other sources of information can be incorporated into a summary as
well. Results of objective assessment (see Chapter 7) and information from
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the courts or family members can be combined with the client’s own
statements.

At the end of the first session, and at other points during motivational
counseling, it is useful to offer a major summary, pulling together what has
transpired thus far. Again, it should be noted that in giving such summaries,
you must decide what to include and to emphasize. When you are introduc-
ing such a major summary, it is helpful to use a prefacing statement that
announces what is to follow. Here is an example of a fairly complete
summary at the end of a first session: ‘

Our hour is running out, and I'd like to try to pull together what you've
said so far, so we can see where we are and where we’re going. Let me
know if I miss anything important that we've covered. You came in
because your husband is concerned about your drinking and your
marijuana smoking. If he hadn’t pushed you, you might not have come
right now, but you've been very open in exploring this, and I admire
you for that. I asked you about problems in your life that you think
could be related to alcohol and marijuana, and you mentioned several.
You've been feeling quite depressed and tired, and as we discussed,
alcohol is a depressant. You said you are having a lot of trouble
concentrating, and that you’re feeling as if you aren’t motivated to do
anything in your life. Again, rightly, you think this might be linked to
your drinking and smoking, although you think that’s not the whole
picture. You resent your husband’s sending you here, in a way, because
you think he has a part in these problems too. The tests that you
completed indicate that you have developed a fairly significant depen-
dence on alcohol and, to a lesser extent, on marijuana, and that’s a
problem that can keep growing if you don’t do something about it.
When you were arrested that one time 2 years ago, your breath test
showed that you were over .20, which is really quite intoxicated, even
though you weren’t feeling drunk. We talked about how this kind of
tolerance is in itself a risk factor. You’re also worried that you're not the
kind of mother you want to be, in part because of drinking and
smoking, and you don’t want your kids to grow up with drug problems.
Your doctor told you that your stomach problems are probably caused,
or at least made worse by, your drinking. At the same time, you have
liked alcohol and marijuana because you use them to relax and to get
away from some heavy family stresses. You're not sure how you could
handle life without drinking and smoking, and so you're not sure what
to do. Is that a fair summary so far? What have I left out?

This kind of summary is a good way to draw the first session to a close.
Notice the collaborative tone, allowing the client to add to or correct your
summary. A somewhat shorter form of the same statement can be used to
begin the next session, building upon progress made earlier. A major
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summary of this kind is also used at the transition point from the first to the
second phase of motivational interviewing (see Chapter 9).

5. Elicit Self-Motivational Statements

The preceding four strategies are fundamental to motivational interviewing,
If these were the only strategies employed, however, it would be quite easy
to become stuck in ambivalence. It is necessary, therefore, to have a guiding
strategy to help clients resolve their ambivalence. That is the underlying
purpose of the fifth strategy. The other four strategies can all be applied in
this goal-directed approach.

In one sense, motivational interviewing is the opposite of a confronta-
tion-of-denial approach, in which the therapist promotes the “problem-~
change” position and the client defends against it. We believe that such a
confrontational approach is often detrimental, precisely because it causes
the client to defend a “no-problem” position. Our goal is to have the client
give voice to exactly the opposite kinds of statements. Jn motivational
interviewing, it is the client who presents the arguments for change. It is the -~
counselor’s task to facilitate the client’s expression of these self-motivational * ”
statements (Miller, 1983). ‘ : s

Self-motivational statements fall into four general categories. The first
of these is problem recognition. (It is often a desire for problem recognition
that leads counselors into labeling struggles, but the imposition of labels is .’
usually an ineffective strategy.) Some examples of desirable problem recog-
nition statements from clients are as follows: ) :

I guess there’s more of a problem here than I thought.

I never really realized how much I am drinking.

This is serious! .

Maybe I have been taking foolish risks.

I can see that in the long run, my gambling is going to do me in.

A second and related kind of self-motivational statement is expressio
of concern about perceived problems. This is often communicated nonver
bally, through the client’s facial expressions, sighs, tears, or gestures. Som
verbalizations of this kind are these: :

I'm really worried about this.
How could this happen to me? I can’t believe it!
I feel pretty hopeless.

The third type of self-motivational statement is direct or implic
intention to change. This can be expressed in the person’s taking action
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- aninitial step to change (e.g., taking disulfiram) or in stated intentions to do
. so. A few examples of the latter are as follows:

I think it’s time for me to think about quitting.
I've got to do something about this.
This isn’t how I want to be. What can I do?

1 don’t know how I'm going to do it, but I've got to make a change.
How do people quit a habit like this?

Finally, self-motivational statements.can express a theme of optimism
. about change. Such statements reflect an ability to make a difference (self-
i efficacy) in the problem area. Here are a few statements of this kind:

I think I can do it. ‘ .
Now that I've decided, I'm sure I can change.
I'm going to overcome this problem.

These four kinds of statements reflect cognitive (recognition, opti-
mism), affective or emotional (concern), and behavioral (intention to act)
% dimensions of commitment to change. From our perspective, every state-
fment of this kind tips the balance a little further in the direction of change.
. Some people walk through the counselor’s door already saying things
-like this, and only need some help in confirming their commitment and
‘planning a course of action. But how can a counselor evoke such statements
om more ambivalent clients? This is one of the key skills of motivational
terviewing.

vocative Questions

 very direct approach is simply to ask the client for such statements. Open-
nded questions can be used to explore the client’s own perceptions and
oncerns. Don’t ask whether the person has such concerns (e.g., “Do you
dhink that you have a problem with drugs?”). Assume that the person is
ééling ambivalent and that he or she does have such concerns. Open-ended
uestions for evoking each of the four categories of self-motlvatxonal state-
nents are suggested in Table 6.1.

" When the client offers a self-motivational statement, even tentatively,
einforce it nonverbally (e.g., with head nods) as well as verbally with
flective listening or a supportive statement (¢.g., “I can see how that would
ncern you” or “That must be difficult for you”). Whether a client will
nfinue offering self-motivational statements and explonng ambivalence
nd discrepancy depends largely on how you respond. It is important,
h erefore, to respond in a manner that communicates acceptance, reinforces
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TABLE 6.1. Sample Questions to Evoke self-Motivational Statements

1. Problem Recognition
What things make you think that this is a problem?
What difficulties have you had in relation to your drug use?
In what ways do you think you or other people have been harmed by your drinking?
In what ways has this been a problem for you? ) L
How has your use of tranquilizers stopped you from doing what you want to do?

2. Concern
What is there about your drinking that you or other people might sce as reasons for concern?
‘What worries you about your drug use? What can you imagine happening to you?
How do you feel about your gambling?
How much does that concern you?
In what ways does this concern you?
What do you think will happen if you don't make a change?

3. Intention to Change . ‘ )
The fact that you're here indicates that at least a part of you thinks it's time to do something.
. What are the reasons you see for making 2 change? -
What makes you ‘think that you may need to make a change?
If you were 1009 successful and things worked out exactly as you would like, what would be
different? .
What things make you think that you should keep on drinking the way you have been?. ..
And what about the other side? What makes you think it's time for a change?
What are you thinking about your gambling at this point?
What would be the advantages of making a change?. )
1 can see that you're feeling stuck at the moment. What’s going to have to change?
4. Optimism v
What makes you think that if you did decide to make a change, you could do if?
What encourages you that you can change if you want to?
What do you think would work for you, if you decided to change?

self-expression, and encourages continued exploration. Your responses
should be encouraging, and should not imply that you are accumulating
evidence to use against the client. The goal is to reinforce the client’s self-
motivational statements and to encourage him or her to continue. '

Once the process has begun, straightforward encouragement to con-
tinue is often effective. The general form here is “What else?”

What else have you noticed or wondered about?
What other concerns have you had? . .
What are some other reasons why you may need to make a change?’
What other things have people told you?
Why else do you think you could succeed?
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What other problems have you had?
What else worries you about your drinking?

_ Remember that the overall purpose here is for the client to take responsibil-
- ity for the “problem-change” side of the conflict. Periodic summaries of the
. client’s self-motivational statements can be useful in moving the process
% .along.

The Decisional Balance

As mentioned earlier, it can be helpful to have clients discuss the positive as
= well as the negative aspects of their present behavior. They may be asked,
.. for example, to say or list what they like about their drinking or drug use, as
= a preface to inquiring about the negative'side. This has the advantage of
* getting clients talking and feeling comfortable, as well as of clarifying both
% sides of the ambivalence. It can be useful to fill out a decisional balance
: sheet, like the one shown in Chapter 4 (see Table 4.1), to allow a client to see
* the full picture. Additional strategies can then be used to strengthen motiva-
+ tions for change. Often, however, simply talking about the negative side of
©' the conflict leads directly to expressions of concern about it.

Elaboration

¢ Once a motivational topic has been raised, it is useful to ask the client to
i claborate. This helps to reinforce the theme and to elicit further self-
motivational statements. One good way of doing this is to ask for specific
i examples, and for clarification as to why (how much, in what way) each one
. is a concern. Here is a demonstration:

: CLIENT: One place where I sec a problem is money.

- THERAPIST: In what way is that a concern for you?

C: Well, I've been spending a lot of money on drugs and not payihg my bills.
T: Give me an example. ) _ .

‘ Just last week I went through about $400. I get started and I just keep
i going. : :

T And it really adds up. How else does it affect your money?

“C: 1do stupid things when I'm high.

+T: For example . . .

C:.11¢nt $300 to-this guy I met. Il never see that again. And I buy things I
don’t need. . ’
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C: A watch. One time I bought myself this really good watch. At least I
thought it was a good watch. I spent a lot on it.

T: How much does this money issue concern you? ,

C: It’s getting to be a big problem. I've got people coming to the door,
calling on the telephone, sending nasty letters. I've got to do something,

T: And it sounds like you think your use of drugs is part of your money
troubles.

C: A big part. Yes.

In the early stages of motivational interviewing, a useful target for
claboration is a typical day or session of use. Asking in detail about
behavior and mood changes, for example, can highlight the positive reasons.
for using alcobol or other drugs; areas of concern also emerge quite natu-
rally from such discussion. '

Using Extremes

Clients can also be asked to describe the extremes of their concerns, to
imagine worst consequences. Some questions of this type are as follows: -

+ What concerns you the most?- K
+ What are your worst fears about what might happen if you don’t-
make a change? : e ' Y
« What do you suppose are the worst things that might happen if you

keep on the way you've been going? : : e

Looking Back .

Sometimes it is useful to have the person remember times before th
problem emerged, and to compare these with the present situation. Here are

some examples:

* Do you remember a time when things were going well for you? Wh
has changed?

« What were things like before you started drinking so heavily? What.
were you like back then? : '

« Tell me about how you two met each other, and what attracted you
each other.back then. What was.it like?. :

« What are the differences between the Pat of 10 years ago and the Pat.
of today? .

« How has your use of drugs stopped you from growing, from movin
forward? :
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%’ Looking back at past substance use often brings out the observation that the
i person’s tolerance has markedly increased. This can be used as a powerful
i motivator if the counselor reframes this phenomenon as a danger sign, along
the lines described in Chapter 8.

Looking Forward

Helping people to envision a changed future is another approach for elicit-
s ing self-motivational statements. Here yoy ask for the client to tell you how
it might be after a change:

* If you do decide to make a change, what are your hopes for the
future?

* How would you like things to turn out for you?

* I can see that you're feeling really frustrated right now. How would
you like things to be different?

* What are the options for you now? What could you do?

* What would be the best results you could imagine if you make a
change?

Exploring Goals

yct another approach is to ask the client to tell you what things are most
‘important in his or her life. (This can overlap nicely with the “looking
forward” process.) What values or goals does this person hold most dear?

anged in rank order, according to which value the person prizes most
ghly. From the perspective of motivational interviewing, the purpose of
is exploration is to discover ways in which the problem behavior is
onsistent with or undermines important values and goals for the client.
en the highest or most central values and goals have been defined, you
ask how the problem you are discussing (e.g., drinking) fits into this
wpicture. For a drinker, it would be possible to insert a card labeled “drink-

can provoke useful discussion with a client. The central point here is to
-.».-zxplore and develop themes of discrepancy between these important goals
%“‘-:and the present problem behavior.

i Paratox .

ESometimes a skillful therapist can make use of paradox to encourage self-
‘;,»motlvatlonal statements. The term “paradox™ can refer to a number of
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different therapeutic tactics, but in this context we mean that the counselor
subtly takes on the role of the “no-problem” side of the client’s conflict. By
stating this side of the conflict, the therapist intends to evoke the opposite—
namely, statements of problem recognition, expression of concern, intention
to change, and optimism. Here area few examples of how a counselor might

take on this role:

You've come all the way down here to talk to me about this, but you
haven’t convinced me yet that you've got a real concern. Is that all?

Let me tell you something that concerns me. A program like this one
requires a lot of motivation and effort. We don’t really want to
start working with somebody until they're sure they need to
change, and frankly, I'm not sure about you. As I listen to you, I'm
not convinced you’re motivated enough. )

I'm not sure you believe you could change even if you wanted to.

There is a clear test of whether such a strategy is working: If it evokes self-

" motivational statements from the client, it is working. But beware—para- -

doxes can backfire. o ’ ‘
Sometimes a paradoxical evoking strategy can be used very directly,

with the client’s full awareness and participation. With certain clients, this .

can be quite beneficial and engaging: ' '

One thing that I find is helpful is to clarify the real reasons for change.
I've beard from you some of the reasons why you are reluctant to think
about making a change, and now I have a suggestion. I want to have a
little debate with you. I will defend the position that you don’t really
have a problem and don’t need to change, and I'd like you to do your
best to convince me otherwise. Do you understand? I'm going to be
you, and your job is to persuade me that there really is a problem here
that I need to examine and do something about. OK? - :

Clients sometimes need extra encouragement to get rolling with a role play
of this kind. Have the client speak in “you” language, while you as t
counselor speak in “I” language and voice the client’s prior “no-probler
arguments. Here’s how it might go:

THERAPIST: I just can’t see what you think is the problem here. I dri
just the same as my friends.

CLIENT: Well, you certainly drink more than a lot of your friends, and
then some of your friends are pretty heavy drinkers themselves.

T: But that doesn’t mean we've got a problem. I fnean, what’s the harm in
having a drink? .
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C: It’s not having a drink that’s harmful. But you’re the last to leave the
party. (Out of role:) Am 1 doing OK?
- T: (Out of role:) You're doing great. But don’t go easy on me. Don’t let me
* get away with anything. OK?

C: OK

T: (In role:) Well, I can handle it! I can drink all night and still not be
~ drunk.

. C: But what about the next morning . .

* Over time, the therapist allows the client to “persuade” him or her that there
* is reason for concern. This technique is not appropriate for every client, but
% it can be an appealing, even entertaining way to externalize and examine the
* ambivalence. At the same time, it is evokihg many self-motivational state-
. ments from the client, who must defend the presence of harm and the need
% for change.

The eliciting of self-motivational statements is a very important strat-
egy for developing discrepancy. Hearing oneself make statements such as
these tends to increase awareness of the discrepancy between one’s goals and
present actions. The greater this discrepancy, the greater the motivation for
* change. The first four strategies for early motivational interviewing can be
< integrated into the development of discrepancy by (1) asking open-ended
* questions that pull for self-motivational statements; (2) reflecting back,

sometimes selectively, the self-motivational aspects of what a client has said,
which allows the client to hear it a second time; (3) affirming and reinforcing
the client for making self-motivational statements; and (4) offering periodic
summaries of self-motivational themes that the client has offered, allowing
the client to hear them once again as statements that he or she has made.

er strategies, such as objective feedback (see Chapter 7), can also serve to
crease perceived discrepancy (Miller, 1983). Phase I of motivational inter-
viewing focuses primarily on building motivation through the amplification

‘and clarification of discrepancy.
B Realize that the ehcmng of self-motivational statements can be impor-
“tant not only in early sessions, but throughout counseling. Ambivalence
£ does not usually disappear, but only diminishes. The evoking of self-motiva-
' *‘twnal statements can serve as a continuing reminder of the reasons for
-Commitment to change.

e risk of a client’s dropping out of treatment is highest following the first
sion. In some studies, the dropout rate in alcoholism treatment has been



88 - . : 1. PRACTICE

well over 50%. The strategies outlined above may be helpful in reducing
" dropout, but one additional step has been shown to increase significantly
the rate of clients’ returning for further treatment. This is a simple follow-
through contact.

In one study (Koumans, Muller, & Miller, 1967), alcoholics who made
an initial contact with a psychiatric clinic were divided into two groups. The
first 50 received only the ordinary referral procedures, whereas the next 50
received a single telephone call after their consultation. Of these two groups,
89, versus 52% returned for treatment, most of them within 1 week. That is,
a single further contact increased the return rate by more than six times. In
another study (Koumans & Muller, 1965), 50 alcoholics randomly selected -
after initial consultation to receive “a personal letter expressing concern for
the patient’s well-being and repeating our invitation to return for further
© assistance” were compared with 50 others receiving no letter. The return

rates for outpatient treatment were 50% and 31%, respectively.

Simple follow-through contact can also be effective in preventing treat- -
ment dropout. One clinic (Nirenberg, Sobell, & Sobell, 1980) found that
when clients failed to keep an appointment, a personal telephone call (but.
not standard letters) reduced the dropout rate from 92% to 60%. When the

" follow-through letter was changed from an impersonal format to one more .
clearly expressing an interest in the client, a letter alone reduced dropout
from 96% to 66%. Panepinto and Higgins (1969) likewise found that a
follow-through letter after the first missed appointment reduced early drop-
out from 51% to 28%. Intagliata (1976) found that telephone contacts nearly.

" “doubled the rate of aftercare attendance in alcoholics discharged from-
inpatient treatment. In short, simple expressions of caring and interest can

have a major effect on 2 client’s “motivation” to return for treatment (C
Wedel, 1965). ‘ o R

We have thus far discussed ways to enhance client motivation during
early contacts and sessions. In Chapter 7 we consider how information from:

_ amore careful assessment can be incorporated into the process of motiv

tional interviewing. ' : ,
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Using Assessment Results

O wad some Pow'r the gifie gie us
To see oursel[vels as others see us!
It wad frac monie a blunder free us . . .

—Robert Burns, “To a Louse™

“Most treatment programs include some form of pretreatment evaluation.
" The purposes of such assessment are several, and include (1) screening for
problems, (2) establishing a diagnosis; (3) establishing eligibility and appro-
; ‘priateness for treatment; (4) understanding the individual more comprehen-
& swely, and (5) determining which form of treatment, if any, is most appro-

pnate (Jacobson, 1989a). To the extent that treatment is individualized, a

‘careful evaluation can help to determine optimal goals and strategies
3 (Glaser et al., 1984; Gottheil, McLellan, & Druley, 1981; Miller, 1989b .
f’ :Miller & Hester, 1986b)."

: There is, however, another important potentla.l use of pretreatment
sessment that is too often overlooked. This is to use evaluation results as
art of motivational counseling, Providing the client with a thorough sum-
%mary of findings can be very helpful in building motivation and strengthen-
iamg commitment for change. In this chapter, we discuss several issues of
’{ﬁndmdual evaluation, including (1) how to prepare clients for assessment,
t(2) what dimensions to include in a comprehensive pretreatment evaluation,

h(?a) how to assess motivation itself, and (4) how to present your findingsin a- .
?ﬂmouvatxonal manner.

&0 the dimmest view, pretreatment assessment is seen by both counselor and
iclient as an annoying set of hurdles and obstacles that must be crossed
2befor€ treatment.can commence. Such a view assumes that the evaluation is
b 'no use in planning treatment—a sad commentary on the extent to which
e may fail to individualize treatment according to the person’s particular

89



MOTIVATIONAL INTERVIEWING
Building Motivation to Change

Principles of Motivational Interviewing

Express Empathy
Develop Discrepancy
Avoid Argumentation
Roll with Resistance
Support Self Efficacy
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Early Strategies

Ask open-ended questions
Listen reflectively
Affirm
- Summarize
Elicit Self Motivational Statements

R

Tactics to Elicit Self Motivational Statements

Evocative Questions
Decisional Balance
Elaborations

Using Extremes
Exploring Goals
Paradox
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‘Stage Model of Change*

Relapse
» Learning opportunity:
» “What didn't work?”
¢ Back to the drawing board
: e Minimize shame
Maintenance '
Precontemplation
«  Choose support system that is
s Personally and culturally relevant! e Education
«  Explore “how is this working?” » Develop discrepancy
o Work on core psychological issues
Contemplation

Action

e Explore ambivalence
¢ Don't take sides

s Right-sized steps
e Decisional balance

« Explore “how is this working?" Preparation

e Realistic plan
Clinician says “yes, but” and
“What if this doesn't work?”
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